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two main sections: one is concerned with the 

protection. services, and the other with civil- 
ian volunteer participation. The protection serv- 
ices with which the Medical Division of the Office 
of Civilian Defense is identified is headed by 
Major General Gasser who has been assigned for 
this purpose by the Army. You do not hear much 
about the protection services of the Office of Ci- 
vilian Defense in the press. The work is going on. 
steadily with full consciousness of the fact that 
the preservation of public morale depends pri- 
marily upon the confidence of the people that 
everything is being done by their government to 
protect their lives and their property in the event 
of enemy action to our cities. The people of the 
United States, we are convinced, are willing to 
endure any hardships, any dangers, as are the 
people of Great Britain, if they can know that 
their government is doing everything reasonably 
possible to protect them and the things they love. 


Tive Office of Civilian Defense is divided into 


I am glad to have an opportunity to describe to 
you very briefly the organization of the emer- 
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gency medical services, and particularly to devote 
some time to a description of the role of the hos- 
pitals of the United States, both voluntary and 
governmental, in the emergency medical services. 


Our first responsibility, last June when we were 
called into active service, was to develop plans for 
a medical field casualty service for the care of the 
injured after they are extricated from demolished 
buildings by the rescue and demolition squads 
trained by fire fighting and other governmental 
agencies. We were faced then, and we are faced 
now, with a situation quite different from that of 
Great Britain. We had the British experience to 
guide us, we had our own agents in Great Britain 
making observations, and above all we had the 
advantage of having at our elbow some of the 
best British experts who had-been through it all 
for two years. The plans which we developed dif- 
fer somewhat from those of the British; they 
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must differ because many state and local gov- 
ernments present different problems than those 
of the British and the hazards to which we will 
be exposed may also differ to some extent from 
their experiences. 


Hospitals Center of Casualty Field Service 


Primarily our casualty field service is centered 
about the hospitals. The reason you will admit 
to be adequate. In spite of the fact that our hos- 
pitals are being depleted of doctors and particu- 
larly, of nurses because of the demands of the 
military establishments and the war industries, 
the hospitals must be the center from which emer- 
gency medical services operate. We were urged 
by many to do as they had done in Great Britain 
and to draw doctors and nurses from the com- 
munity. If we had done that, and had not cen- 
tered our work in the hospitals, we could not have 
roused a spark of interest in most parts of the 
United States last July, because of the widespread 
disbelief that. anything would happen here. And 
the disbelief still exists today in spite of the haz- 
ards to which, without any doubt, we are going 
to be exposed. Furthermore, when field casualty 
services are organized wholly from doctors in the 
community and there are no resident emergency 
‘teams in hospitals, it is necessary to assemble 
them in casualty stations automatically every 
time an air warning signal is sounded. There is 
a great movement of doctors, nurses, and trained 
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volunteers from all their various locations in the 
community to their many points of assembly. In 
America, that also means a movement of many 
cars. You cannot move many cars during an air 
raid and park them at the sides of disaster. And 
so the primary organization of our field casualty 
service consisted in the establishment of emer- 
gency hospital field units according to the plan 
recommended in Medical Division Bulletins Nos. 
1 and 2, the first of which was issued last July 
and the second early in November. These plans 
were laid out well in advance of Pearl Harbor, 
and since “Jap Sunday” they have gone very 
rapidly into organization in communities that 
prior to that time were not interested. 


Preparedness Prevents Unnecessary Movement 
of Medical Personnel 


We know that the hospitals cannot spare even 
a small squad of two or four doctors and nurses 
for any length of time. Yet, the very fact that 
one or two small squads of an emergency field unit 
are ready in a hospital day and night to come 
out on call and go where they are directed pre- 
vents all automatic and unnecessary movement 
of medical personnel during an air raid. This 
state of preparedness makes it unnecessary, even 
when the air raid signals are sounded and the 
planes are overhead, for a single doctor or nurse 
to move out of the hospital until it is reported 
that casualties have actually occurred at one or 
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more definite locations. Although they are ready 
to leave and their equipment is in order, the mem- 
bers of the hospital emergency squad can con- 
tinue to go about their duties. 


Air Raid Warnings 


When an area is alerted, on the smallest pos- 
sibility of an air raid, the only medical person 
who receives the first confidential preliminary 
warning (yellow signal) is the chief of the emer- 
gency medical service or his deputy who must 
report immediately to his place of duty with the 
other chiefs of the protection services at the 
Control Center; in addition to these men, the 
industrial plants, transportation companies, and 
hospitals are warned to be prepared to dim their 
special lights. Then if the enemy planes come 
nearer and there is a reasonable possibility that 
they will pass over the area, a blue message is 
transmitted: it is the message to be ready to 
extinguish all lights. The blue message is also 
confidential. When the enemy is surely expected 
to come over the area, the red signal will be re- 
ceived five or ten minutes before the planes. Even 
when the red message is transmitted and the air 
raid signal sounded, the doctors and nurses need 
not move if emergency squads are available in 
our hospitals. No doctors or nurses are to move 
unnecessarily. The incidents which can be ex- 
pected as a result of enemy bombing in a large 
industrial community are multiple and recurring 
during the day. What may seem like a terrible 
incident at the beginning of a bombing may be 
insignificant in comparison with what may take 
place one or two hours later. We must conserve 
our man power and dispatch only enough protec- 
tion service to each incident to handle estimated 
damage to lives and property as reported to the 
Control Center by the air raid warden. 


Types of Disaster 


A peace time disaster is a solitary incident in 
one part of the community toward which all of 
the protection services of the community can be 
mobilized—fire fighting, medical, and all other 
services, without depriving the rest of the com- 
munity of its essential services for any length of 
time. But the use of protection services under 
war time conditions is something quite different. 
Here we must direct the necessary number of 
doctors and nurses from a Control Center toward 
each incident only when it is known through the 
reports of the warden and the reports of the in- 
cident officer who is dispatched to the zone to 
take over command of the protection forces that 
casualties have actually occurred. In response to 
information coming into the Control Center that 
there have been casualties, the medical and nurs- 
ing forces and medical auxiliaries are dispatched 
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to the exact locations, in numbers that are ade- 
quate but not wasteful. The wrong procedure was 
exemplified in the recent Normandie fire: medical 
field units arrived at the scene of the disaster 
from thirteen hospitals and in such numbers that 
there were soon so many doctors, nurses, and 
medical auxiliaries on hand that they were in one 
another’s way. It seemed to the press like a 
splendid performance, and it looked fine to the 
spectators, but I did not like it for it illustrated 
a lack of appreciation of the basic philosophy 
which we in the protection services have been 
preaching: conservation of man power under cen- 
tral leadership. 


Neighborhood Doctors, Nurses and Medical 
Auxiliaries Must Form Reserve Medical Units 


I hope I have convinced you of the need for the 
establishment of field units in hospitals. But I 
do not want you to feel that I do not realize that 
you need those people and that you cannot spare 
them long even from the non-surgical services of 
your hospitals. You must have them back as soon 
as possible. Reserve medical units must there- 
fore be established from doctors, nurses, and med- 
ical auxiliaries in the community at large which 
will be available to relieve the members of the 
hospital squad so that. they may return to their 
hospital duties. If there is long continued enemy 
action, these neighborhood physicians will alter- 
nate in their periods of duty in the casualty sta- 
tions and first aid posts. 


I should like to call your attention to another 
important reason for organizing the field casualty 
service in this manner. According to British and 
Spanish experience air raid casualties are of great 
severity. Forty to fifty per cent of these injured 
are killed outright, or die soon after, and almost 
all of the rest are so severely injured that their 
lives depend upon quick transportation to the 
hospital and upon prompt care in the hospital. 
Air raid casualties are not for first aiders or for 
corner drugstores. 


I want to impress upon you the necessity to 
resist in your communities the pressure of trade 
groups, such as the drugstore associations, who 
urge that drugstores be designated as first aid 
stations. The drugstore is one of the most dan- 
gerous places during an air raid because it is 
nothing but a glass case, with a large amount of 
glass inside the store as well, and no floor space 
within. The drugstore can serve effectively in 
eight different ways as we have indicated in a 
recent memorandum, but not as a first aid post. 


Overloading Any One Hospital Must Be Avoided 


Emphasis must be laid upon the necessity to 
avoid overloading any one hospital so that it can- 





15 








not give prompt care to urgent operative and burn 
cases. Even a fairly large hospital cannot care 
for more than about fifty severe operative cases in 
twenty-four hours. It has been the British expe- 
rience that you cannot take care of even one cas- 
ualty per operating table or operating team per 
hour. Two tables in an operating room used 
simultaneously so as to save anesthetists, nurses, 
etc., can average about one and one-half cases an 
hour. That takes a large part of your surgical 
talent. Because of the severity of air raid in- 
juries, the crushings and the perforations, you 
cannot expect to handle many more than fifty 
cases in twenty-four hours, even in a fairly large 
hospital. Many of these cases need prompt care 
within six hours if infection is to be prevented. 
Nor should all of the burn cases be sent into one 
hospital if they are numerous, or all of them be 
put into one ward of a hospital for if lives are to 
be saved, they require a tremendous amount of 
physical labor from the nursing and professional 
staff. 


For these and many other reasons, the hospi- 
tals must be connected directly with the Control 
Center. At each Control Center there is a medical 
adjutant, either the chief of the Emergency Med- 
ical Service or his deputy, who must have in his 
possession all information on hospital, field units, 
casualty stations, ambulances. He must be con- 
stantly apprized, at least every two hours, of the 
casualties admitted to the hospitals. As soon as 
a hospital begins to approach the maximum load 
that it can handle, it must notify the Control 


Center so that from that time on the ambulances | 


are routed to some other, perhaps more distant, 
hospital until the first one can catch up with 
itself. 


Every Vehicle Must Move Only on Direct Order 
from Control Center 


The Emergency Medical Service requires com- 
plete and perfect control—no doctor, no ambu- 
lance moves automatically like a shuttle between 
an incident and a hospital. Every ambulance and 
every vehicle must move only on a direct order 
from the Control Center, and when it has re- 
turned to its base or parking center, it must 
report for further orders. The British have found 
it is easy to provide an adequate number of ve- 
hicles for any size or number of incidents. But 
the trouble during air raids in the early days of 
the war was that whole fleets of ambulances were 
often lost for hours; no one knew where they were 
because they were not under proper central con- 
trol. Each ambulance must execute its mission 
and then report for further orders. 


Because of this need for constant and accurate 
control from a Control Center, cities as large as 
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Chicago, New York, or Philadelphia are divided 
into districts (Chicago will have six districts) 
with a main center control above them all. Each 
district control center has a complete staff of 


chiefs of each of the protection services who con? 


trol all the protection resources of their district. 
If there are no hospitals in a district, some beds 
from a hospital in another part of the city are 
assigned to the district and only the beds as- 
signed are used. If more ambulances, more field 
units, or more beds are needed, they can be ob- 
tained through the main control center which will 
order them in from other districts able to spare 
them. 


We must keep in mind the fact that when an 
air raid is anticipated a territory hundreds of 
miles along the seacoast and extending 100 or 200 
miles from the coast may be alerted. If all the 
doctors and all the ambulances through this enor- 
mous area begin chasing to casualty stations 
and other points of assembly every time there is 
a remote possibility of an air raid, we have con- 
fusion. We must look to our hospitals for the 
primary field unit which makes this movement 
unnecessary. 


Supplies and Equipment 


We hope soon to be able to provide the most 
exposed communities with medical and surgical 
supplies and fire fighting equipment. I do not 
believe that the $100,000,000 bill for these sup- 
plies contains one cent for salaries. It is all for 
equipment. Out of the total, about $5,000,000 is 
for medical and surgical equipment. The so-called 
“target areas” of the United States, the coastal 
cities, and the major industrial centers in the 
interior have a population of about 50 million 
people In this area we believe there are at least 
300,000 to 350,000 hospital beds, so that an addi- 
tional 100,000 beds more means roughly a 30 per 
cent increase in bed capacity to meet the first need 
for expansion. Not every hospital is going to get 
beds and have them empty. 


All of the material will be purchased by the 
United States Army through its Medical Depart- 
ment and its Quartermaster Corps. It is to be 
stored in Army depots and be distributed from 
these Army depots to the hospitals and the com- 
munities which may need them. It will continue 
to be the property of the Federal Government, but 
will be transferred for custody to a bonded prop- 
erty officer in each state. He will allocate them 
to the communities and to the institutions in 
these communities and they will be available for 
re-transfer to other places which may need them 
in an emergency. An additional 15 per cent will 
be fracture beds. : 
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Emergency Base Hospitals 


Hospitals must be prepared to evacuate, if ne- 
cessary, into other institutions on the periphery of 
the city or back in protected rural areas, maybe 
50 or 100 miles away. These institutions are to 
be termed “emergency base hospitals.” Hospi- 
tals in exposed cities must always be prepared 
for prompt evacuation because a high explosive 
bomb can blow out every window in a hospital 
and render it useless. Or an unexploded bomb 
will be followed by orders from the military com- 
mander for complete evacuation of the hospital. 


In an air raid, hospitals beds in other urban 
institutions must be saved for other casualties, 
and out-of-town facilities must therefore be pre- 
pared to which the hospital population can be 
promptly evacuated. Plans for this are in prepa- 
ration in the states along our seaboards which 
are the most exposed. At our request, state hos- 
pital officers are being appointed by the state de- 
fense councils. On the Pacific Coast, this was 
done at my request about one month ago, when 
I was out there. On the East Coast this is pro- 
gressing from state to state as the need is indi- 
cated. These officers will be responsible for an 
inventory of all the hospital facilities, mental hos- 
pitals, convalescent homes, and many other insti- 
tutions. 


Transport Service 


In transferring casualties and other categories 
of sick, such as, maternity cases or sick children, 
the cities cannot be deprived of their ambulances 
and other forms of transportation of the emer- 
gency field casualty service. A transport service 
must be developed under the regional or state 
chief of Emergency Medical Service, which can 
be thrown into the breach at a moment’s notice 
and empty a hospital promptly into another insti- 
tution. The conversion of large vehicles, such as, 
vans and school buses, into ambulances is under 
way in many communities. 


There are a few more points which I would like 
to emphasize in regard to the work of hospitals 
in civilian defense. 


Depletion of Nursing Services 


Back in mid-summer (July), we laid the ground 
work for the training of 100,000 volunteer nurses’ 
aides at a time when nobody—perhaps not even 
the Red Cross—thought that number necessary. 
We knew that there was no good way of increas- 
ing the number of trained nurses to meet our 
expanding needs, and so we had to find some way 
in which a nurse can extend her usefulness to 
more patients. This is being accomplished by 
giving her a trained and disciplined aide as an 
assistant. I had very little interest in the type of 
training given to the Gray Ladies and the Pink 
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Ladies of peacetime. That was not the type of 
service that we had in mind. 


The Volunteer Service Nurse Corps which we 
have established, in collaboration with the na- 
tional nursing associations and the American Red 
Cross, provides a rigid and disciplined curriculum 
of instruction requiring two or three hours a day 
five days a week for almost two months. The 
first half of the course is given in the local chap- 
ter house of the Red Cross, or any other suitable 
place, and the second half is given in a hospital 
under the direction of a ward nurse. 


The reason for giving the first half outside the 
hospital was so that it might serve as a screen- 
ing process which would eliminate those whom 
we could not be sure would go on with the work. 
My idea in recommending that the first half of 
the course be given outside the hospital was to 
use it as a probationary period, so that those who 
were not serious would drop out, and only the 
balance after the four weeks would enter a hos- 
pital for a period of supervised practice. 


However, one bottleneck has occurred in that 
program. Although we planned for the training 
of 100,000 nurses’ aides, the progress of the pro- 
gram has falien far short of that number. Hos- 
pitals by the hundreds, excellent hospitals, the 
best of the country, have offered to serve as train- 
ing centers for volunteer nurses’ aides, but have 
waited for months for the Red Cross to send 
them some volunteers. The bottleneck is outside 
the hospitals. The courses are not organized rap- 
idly enough by the Red Cross, and we may be 
obliged to modify our plans, for we must have 
100,000 volunteer nurses’ aides in short order. 
Now that everybody in the population is taking a 
more serious view of the war and of their respon- 
sibility for war time service, we can perhaps start 
the training of some groups in the hospitals and 
carry it through in hospitals for the entire two 
months. 


Two months of training is really superficial. 
We do not expect to train anybody to work inde- 
pendently ; the aide is intended only as an assist- 
ant to a nurse for duties which she is competent 
to perform. In order that these volunteer nurses’ 
aides should develop adequate discipline which 
can only come from continued work in a hospital, 
we provided that after completion of their two 
months’ course and after their induction into the 
Volunteer Nurses Corps they are to continue, all 
of them, to give their first three months of active 
service on the wards of the hospital. After three 
months in the hospital, they may be assigned to 
some field nursing service, assisting the school 
and public health nurses, the visiting nurses, or 
working in a hospital or health department clinic. 
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This placement service is under the control of 
the local chapter of the Red Cross. If we sud- 
denly need a greatly expanded nursing service in 
our hospitals we can swing back all of our aides 
into the hospitals. It must be remembered that 
the establishment of emergency base hospitals in 
rural areas must be staffed from your own insti- 
tutions in the city. You will be obliged to split 
your staff. These emergency base hospitals will 
require surgeons and specialists with all different 
types of training; some may spend part only of 
their time out there, and part in your city insti- 
tutions. But nurses cannot be shifted so readily, 
and these voluntary nurses aides may save the 
day in many institutions as they have in Great 
Britain. In their first aid posts, and even in some 
of their hospitals, there are four of these aides to 
every trained nurse, and we may come to that if 
the war lasts a long time. So be prepared. 


Blood and Plasma Banks 


Another of the many activities which the Office 
of Civilian Defense is undertaking is the organi- 
zation of blood and plasma banks. We must not 
compete with the Red Cross blood collecting serv- 
ices for the Army and Navy. The Army has con- 
tracted with all of the commercial firms in the 
United States which have the equipment and they 
are producing dried plasma at a rate of 15,000 
units a week, with the idea of building up about 
550,000 units of dried plasma within the year. 
The American Red Cross will be the sole national 
collecting agency and will collect sufficient blood 
to keep the laboratories busy constantly produc- 
ing 15,000 units a week, and perhaps more as time 
goes on. The Army will hold that material. The 
most exposed civilian centers will have at their 
disposal immediately some small depots of mate- 
rial, chiefly in communities along the seacoast and 
some major industrial centers in the interior of 
the country. These depots will gradually be built 
up by the Army and the Red Cross as their own 
supply increases. 


Still we have not been satisfied that we are 
securing an adequate measure of immediate pro- 
tection. We therefore propose to encourage and 
assist certain public health laboratories to enter 
this field and to produce dried plasma so as to 
build up our own civilian stores. In the course 


of the next few months we hope to step up the 


supply in our own depots without in any way cut- 
ting into the Army program. 


And still we are not satisfied with that type of 
protection, for it is only a future promise. We 
realize from the experience of Pearl Harbor that 
what saved the day out there was the blood and 
plasma banks established by an ophthalmologist, 
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Doctor Pinkerton. Early last summer he worried 
because there was no supply of plasma on hand in 
case of a sudden emergency. Without money or 
assistance, he himself started a plasma and blood 
bank and put his own money into it. This was 
the main source of plasma at Pearl Harbor. 


In addition to the blood banks which already 
exist in many hospitals in this country, we are 
undertaking an organization program to stimu- 
late the establishment of additional blood and 
plasma banks in every grade A hospital of 200 or 
more beds which has a qualified laboratory direc- 
tor. Within the next week we shall have a national 
technical director for these field and regional tech- 
nical experts who will be prepared to assist any 
competent hospital laboratory to undertake the 
establishment of a blood bank and the accumula- 
tion of a store of reserve plasma which can be 
preserved for long periods of time if certain safe- 
guards are observed. 


Establishing Casualty Stations 


The plans proposed in Medical Division Bulle- 
tins 1 and 2 are very flexible and easily adaptable 
to the needs of any community. If your hospi- 
tals are all situated in one part of a large city, it 
will be necessary to protect yourselves by the 
establishment of larger and more adequate cas- 
ualty stations in the unprotected areas. If you 
have large industrial plants on the outskirts of 
the city and all your hospitals are three-quarters 
of an hour away by ambulance, you must estab- 
lish casualty stations sufficiently large to accom- 
modate cots or beds so that you can keep people 
there until you catch up with the transport load. 
It is necessary to have a doctor of good judgment 
at the scene of an accident. Above all else, the 
place where the best surgical judgment is needed 
is in the reception room of the hospital. The re- 
ception room must be commodious so that it can 
hold many casualties for they may all be watched 
by one doctor and a few nurses. Any change in 
color or other adverse signs will indicate the need 
for prompt transfer to the resuscitation room. 
As good surgical judgment is needed in the re- 
ception room as in the operating room. 


Supply of Nurses Inadequate 


The supply of nurses is quite inadequate. It is 
hoped that it may be stepped up this year about 
30 per cent, but even that too will be inadequate. 
To date not more than 5000 volunteer nurses aides 
have been trained, a disappointing number. The 
program was started by the American Red Cross 
in September. However, the figures are now 
mounting rapidly week by week. The bottleneck 
now apparently is in the Red Cross chapters, not 
in the hospitals. We must take steps to increase 
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the number of Red Cross classes, or else the hos- 
pitals will have to take over the first as well as 
the second months of training. Every hospital in 
the West and the East is short of nursing staff. 
It may be necessary to reduce the probationary 
period of training before putting the aides into 
the hospital. 


When we entered into this agreement with the 


Red Cross, I figured it would cost them one mil-, 


lion dollars; $600,000 of that was to be salaries 
for the nurse instructors. They agreed to pay the 
salary of a nurse instructor not only for the first 
half of the course, but also, if necessary, for a 
nurse instructor in the hospital. If you cannot 
afford an additional nurse instructor for the aides, 
you have the right to go to your local chapter and 
ask that they pay the salary. This money will 
come either from the local chapter or from the 
National Red Cross in Washington, which is pre- 
pared to transfer funds for this purpose to local 
chapters. 


Responsibility of Hospftalization of Persons 
Injured 


Conferences between the Office of Civilian De- 
fense and the Office of Defense Health and Wel- 
fare Services under Mr. McNutt will determine 
within a few days to what extent the Federal 
Government will be responsible for the cost of 
hospitalization of people who may be injured by 


enemy action. It is quite apparent to me, as it 1s 
to you, that the communities that are exposed to 
the hazards of enemy action and are being bombed 
and destroyed cannot also carry the burden of the 
costs of medical care for citizens who are injured. 
There must be some equitable nationwide distri- 
bution of the burdens of the war. The President 
has recently made a grant of $5,000,000 for such 
purposes to the Federal Security Agency, and I 
am sure that funds will soon be available with 
which to meet a large share of the cost of hos- 
pitalizing civilians who are injured as a result 
of the war. 


There will be no financial transaction involved. 
But there will be reimbursement in kind with 
whatever money Congress makes available. We 
will consider certain areas as priority No. 1, to be 
determined not by us but by the Board of Civilian 
Protection which will advise us concerning the 
location of the most exposed territories. You will 
make requisition for your needs, as recommended 
in Bulletin No. 2, through your state chief of 
Emergency Medical Services. 


I could continue indefinitely regarding the many 
and varied activities of the Medical Division of 
the Office of Civilian Defense, but I think I have 
given you enough so that you can yourself form 
a picture of the tremendous activities which have 
been under way not only since “Jap Sunday” but 
since early last summer. 
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Annual Consumption of Sugar in Hospitals 


In response to an inquiry from Mr. A. E. Bow- 
man, Chief of the Sugar Section of the Food Sup- 
ply Branch of the Office of Production Manage- 
ment, covering the amount of sugar consumed in 
hospitals for the years 1939, 1940 and 1941, the 
Executive Secretary of the American Hospital As- 
sociation surveyed 100 hospitals of different 
types, sizes, and geographical locations. The hos- 
pitals were divided into two groups, mental and 
domiciliary hospitals, and general hospitals. 


The result of the survey of these 100 hospitals 
was as follows: 


—TYPE OF HoOSPITAL—— 





Nervous 
and Mental General Total 
(Ibs.) (Ibs.) (Ibs.) 
‘LOS RR nice oP ea Pena 31,526,668 44,274,388 75,801,056 
ADE ci Nord fee eaters 31,996,328 44,364,139 76,360,467 
1 leer ener 35,113,374 51,814,752 86,928,126 
Average per bed per 
BOY Ne cilhiesraccruis 52.17 77.3 
Average per patient 
PCr YORr .. 65. 54.8 95.7 
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The above figures are based upon the actual 
amounts consumed by the hospitals surveyed hav- 
ing a total of 6000 beds for general patients and 
10,000 beds for nervous and mental patients. 


The discrepancy between the amounts used in 
general and in mental hospitals is attributed to 
the fact that while mental hospitals as a rule sub- 
sist about twelve to fifteen employees per hun- 
dred patients, general hospitals usually subsist in 
the neighborhood of seventy employees per hun- 
dred patients, and in some cases actually subsist 
more employees than patients. 


The sharp rise in sugar consumption in 1941 
as compared to 1939 and 1940 is attributed in part 
to the fact that there was a marked rise in num- 
ber of patients, and of employees per patient due 
to wider acceptance of a shorter work week. An- 
other variable is that hospitals from which data 
are available showed an increase of consumption 
per person subsisted by 20 per cent for 1941 over 
the amount consumed in 1939 and 1940. 
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Hospitals and Sugar Rationing 


NDER any sugar rationing plan, the hospitals will not be deprived of the necessary 
U amount for either their patients or their employees. There will be a sufficient quan- 

tity of sugar so that each hospital, while it may be called upon to reduce its consump- 
tion somewhat, will be supplied regularly and without interruption. 


The Executive Secretary, on February 17, sent to A. E. Bowman, Chief Sugar Section, 
Food Supply Branch, Office of Production Management, Social Security Building, Washington, 
D. C., the following wire: 


HOSPITALS VERY MUCH CONFUSED AS TO HOW ALLOTMENT FOR THEIR PATIENTS AND EM- 
PLOYEES CAN BE MADE UNDER SUGAR RATIONING PLAN. IS IT CONTEMPLATED HOSPITALS WILL 
BE ASKED TO SECURE BOOK FOR EACH PATIENT AND FOR EACH EMPLOYEE WHOM THEY SUBSIST 
IN THE HOSPITAL OR HAS YOUR AGENCY DECIDED TO MAKE ALLOTMENT IN BULK TO HOSPITALS, 
QUANTITY ALLOTTED TO BE BASED ON AVERAGE DAILY CENSUS OF PATIENTS AND EMPLOYEES FOR 
ANY GIVEN PERIOD? IF NEITHER OF THESE PLANS IS CONTEMPLATED BY YOUR AGENCY, CAN YOU 
ADVISE ME BY WIRE PLAN WHICH YOUR AGENCY WILL ADOPT FOR HOSPITALS? 


BERT W. CALDWELL 
EXECUTIVE SECRETARY 
AMERICAN HOSPITAL ASSOCIATION 


On February 19 Mr. Bowman replied as follows: 


War PRODUCTION BOARD 
Washington, D. C. 
February 19, 1942 


Dr. Bert W. Caldwell, Executive Secretary 
American Hospital Association 

Chicago, Illinois 

Dear Doctor Caldwell: 

Under the present regulations that regulate the distribution of sugar, no special provision 
is made for institutions. However, the Office of Price Administration, in cooperation with 
War Production Board, is now devising plans for rationing sugar to all users, including insti- 
tutions such as hospitas. 


Very likely, sugar will be apportioned on the basis of inmates and employed personnel of 
the hospital. 


The plan, when completed, will be made available to you. 


Very truly yours, 


A. E. BOWMAN 
Chief Sugar Section 
Food Supply Branch 
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A Double Pavilion Hospital Plan 


> CHARLES F. NEERGAARD 


out the country are faced with the urgent 

need for expansion and for funds to pay for it. 
Congress under the Community Facilities Act 
(the Lanham Bill) has made available two appro- 
priations of $150,000,000 each to provide neces- 
sary utilities in defense areas, a relatively small 
proportion of which has been allocated to hospi- 
tals. The applications for grants received by the 
Federal Works Administration have aggregated 
far more than the funds available, with the result 
that drastic reductions are having to be made in 
individual allotments. 


|" THE war emergency many hospitals through- 


In some way specific measures must be found 
to effect major savings in the cost of the hospital 
building without corresponding sacrifice of stand- 
ards in the care of patients. For years everything 
about the hospital has been growing—the scope 
of its work has been broadened; more things have 
been done for both in-patients and out-patients; 
and the refinements of medical and surgical tech- 
nique, the elaborations of the diagnostic and 
therapeutic apparatus, the functions of adminis- 
tration, the load on the domestic departments, 
kitchen, laundry, housekeeping, stores, have been 
increased. More and more space for circulation 
and service in the building has been required, until 
now in the modern general hospital barely a third 
of the total floor area is used for patients’ beds. 


The conventional hospital of the past, with its 
20 and 30 bed wards and single rooms, was poorly 
geared to meet the fluctuating demands for ac- 
commodations of the 36 odd groups of patients 
who must be cared for separately—male, female 
and children, white and colored, medical, surgical, 
maternity and isolation, in wards, semi-private 
and private categories. The modern flexible plan 
which substitutes small wards of five or six beds 
for the larger units and has convertible rooms 
which can be used for either one or two patients, 
lends itself more efficiently to varying demands 
and can carry without difficulty an average occu- 
pancy of 80 to 85 per cent as compared to 65 to 
75 per cent in the older type. 


Copyright :— 
The Double Pavilion Plan is copyrighted but may _ be made 


available to hospitals with permission of the author, Charles F. 
Neergaard. 
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The Author 


@ Charles F. Neergaard, New York City, is 
one of the leading Hospital Consultants of 
the United States. 





War Conditions Present a Challenge to Save 
Time, Money, and Materials 


Communities and the Government are faced 
with the same situation which existed 25 years 
ago—the urge to build in haste temporary, frame 
hospital structures which when the war is over 
would be scrapped, and all of the investment lost, 
or perhaps worse, continued in use. The wastage 
is particularly serious in the mechanical equip- 
ment, good for years of use, which in a permanent 
hospital represents 20 to 25 per cent of the cost 
and in temporary construction 30 to 35 per cent. 


When war was declared last December it was 
announced that various hospital projects for 
which plans had been submitted for Government 
grants would have to be modified radically both 
in cost and specifications. Many materials which 
have been considered essential in the past are now 
under rigid priority and rationing control. Even 
elevators, around which the multi-story hospital 
is developed, may not be available. 


With a view of meeting these conditions the 
writer has designed the double pavilion hospital 
plan, with two major purposes; first, to produce a 
building which can be erected in permanent form 
with sufficient speed and economy to justify the 
substitution of fireproof for frame construction; 
second, to produce a hospital acceptable for com- 
munity as well as Government needs at around 
an average cost of $4000 a bed which Federal 
authorities consider ample. Radical changes are 
imperative to cut so far below the $6000 a bed 
which many of our newer hospitals have been 
costing. Yet it is believed that this can be ac- 
complished with the double ‘pavilion plan without 
serious sacrifice of vital standards and con- 
venience of patients’ care. Thus, emergency con- 
struction can be salvaged and when the war is 
over many of these hospitals can be converted for 
the care of special types of patients for whom we 
have never had enough beds, the convalescent, 
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chronic, tuberculous and mental, or used for vet- 
erans. : 


The double pavilion is in effect two floors—two 
nursing units—side by side with all plumbing, 
ventilating, and service equipment located in the 
center. This arrangement insures not only savings 
in space and equipment but seems to promise 
economy in nursing. It may be one or multi-story, 
with any desired number of combination of ward, 
semi-private or private beds on each floor. It is 
built up of standard interchangeable units and is 
extremely flexible in its adaptations, either for 
new hospitals, large or small, Government or com- 
munity, or for wings added to existing buildings. 


The central administration unit shown in the 
illustration has a circular ramp and stairs connect- 
ing all floors, which offers a practical alternative 
for large hospitals where elevators are not avail- 
able. The rotunda provides space for their later 
installation. In a simpler form the central build- 
ing enclosure can be omitted entirely; the offices, 
surgery, and other services placed in one of the 
wings and an enclosed ramp of any required grade 
used to join the pavilions. The staggered floor 
arangement makes it possible to articulate pa- 
vilions on different levels, with or without base- 
ments, so that advantage can be taken of sloping 
terrain. 


Economy of Design 


The double pavilion when compared with a num- 
ber of conventional hospital plans shows some 
20 per cent less floor space per bed in the nursing 
units and 30 to 40 per cent fewer lineal feet of 


exterior walls per bed, the latter obviously insur- 
ing major savings in heating. The concentration 
of plumbing, ventilating, and utilities in a straight 
line represents simplification and economy. 


Speed of Construction 


Builders estimate that while a one-story frame 
building can be enclosed two or three weeks more 
quickly than one of reinforced concrete, the time 
required for the assembly and installation of the 
mechanical equipment is such that the fireproof 
structure can be completed and ready for occu- 
pancy about as rapidly as one of wood. On multi- 
story buildings the time differential would be 
somewhat increased. 


Relative Cost 


The cost of emergency one-story frame hospital 
construction, including fixed equipment but not 
all of the refinements in finish to which the mod- 
ern hospital has become accustomed, builders esti- 
mate at 50 cents a cubic foot—reinforced concrete 
at 65 cents a cubic foot. This is a small increase 
to pay for a permanent structure with all of the 
essentials of service. On multi-story buildings the 
cost differential would be about the same. Where 
priorities, speed, or economy make it necessary to 
omit elevators, tilework, finished floors, acoustical 
treatment, even plaster, they can be added later. 


While artificial lighting will be required in the 
interior service section on the lower floors of 
buildings of over one story, the savings inherent 
in heating, due to the reduction of the area of 
exterior walls, will more than offset this expense 





Aerial perspective of Double Pavilion Hospital Plan designed by Charles F. Neergaard 
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to say nothing of the major economies in first 
cost. Mechanical ventilation will be far simpler 
and less expensive than in the conventional plan. 


In the development of the hospital nursing unit, 
service facilities have always been spaced in each 
wing to economize the time and travel of doctors 
and nurses. In a ward unit of 30 beds it is com- 
mon procedure to have a nurses’ station, visitors’ 
room, utility room, diet kitchen, flower room, 
surgical dressing and treatment room, two bedpan 
washers and sterilizers, together with patients’, 
nurses’ and visitors’ toilets and patients’ baths, 
occupying space on the outside wall. The capacity 
of these utilities is far in excess of their actual 
use. For example, mechanical bedpan equipment 
will cleanse a pan or urinal in 30 seconds and 
sterilize it in a minute, one minute for each use 
being a fair average. The two washer sterilizers, 
which incidentally cost around $400 each, provided 
for 30 patients, can handle over 2800 cleansings 
in 24 hours, while with every bed occupied and 
each patient using the utensils four times a day, 
the load on the equipment would be but 120 
cleansings. Similarly, hopper sinks, toilets, and 
dishwashing machines can. well be made to do 
double duty. 


The double pavilion plan represents a major 
economy in these centralized services and equip- 
ment, only a little additional floor space being 
needed in certain units to take care of the double 
load. With the possible exception of lavatories 
strategically located in the corridors, instead of 
running water in each room, there appears to be 
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a gain rather than a loss in the economy of nurs- 
ing travel in caring for patients. Where funds 
are available, the private wing can be developed 
with an appropriate quota of private baths and 
toilets and running water in each room. 


The following table compares the utilities 
usually installed in six nursing units in six wings 
of a 200 bed hospital of the conventional type with 
those needed for the double pavilion plan in three 
wings. 

Conventional Plan Double Pavilion 


Six Wings Three Wings 

Nurses’ Stations ...... 6 6 
Nurses’ Toilets ...... 6 3 
Visitors’ Rooms ...... 6 9 
Visitors’ Toilets ...... 6 3 
Utility Rooms ........ 6 3 
Bedpan Service ....... 12 6 
Diet Kitchens ........ 6 3 
Flower Rooms ........ 6 3 
Treatment Rooms .... 5 3 
Patients’ Baths ....... 12 6 
Patients’ Toilets ...... 12 12 
Patients’ Lavatories ..104 42 
SERN wiele's wns nication: 6 3 

193 102 


A recent study of “Hospital Space Require- 
ments’* made by a group of hospital authorities 
to determine the departmental and aggregate floor 
areas needed for hospitals of 50, 100 and 200 beds 
showed for the latter a total of 127,300 square feet 
or an average of 637 square feet per bed. The 
double pavilion plan as illustrated, including the 


*Modern Hospital Year Book 1941. 











central ramp unit, has a total floor area of 105,336 
square feet or an average of 545.7 square feet per 
bed for its 193 beds. If the building is raised to 
grade a portion of the basement floor now marked 
for storage could be used for beds increasing the 
capacity to 240 and reducing the average space 
per bed to 438.8 square fet. The plan is being 
successfully applied to both new hospitals and ad- 
ditions, with not inconsiderable economies. A 
general hospital of 200 beds, planned before the 
war was declared, following the usual standards 
of finish and equipment including elevators, the 
builders estimated would cost $915,000 for con- 
struction and fixed equipment. Redesigned as a 
double pavilion, following the same specifications, 
there was a gain of 11 beds, a reduction of 200,000 
cubic feet in the bulk and of $195,000 in the cost. 


An assignment of the plan which has been copy- 
righted, has been given to the Federal Works Ad- 
ministration for use in projects in which the Gov- 
ernment is interested. It will be made available 
to hospitals and architects in its various adapta- 
tions in detail on application to the author. 


Stuart Chase, in his recent book “The Road We 
Travel,” a forecast of post-war conditions, says 
“We are in for a strong dose of physical eco- 
nomics, which promises to be very educational and 
not a little painful.” The double pavilion plan 
represents a radical change -in hospital design. 
However, as far as can be visualized in the opinion 
of the hospital superintendents, architects, and 
builders who have studied it, it offers an almost 
painless way to reduce the cost of the hospital 
building without sacrificing standards of hospital 
care. 


Comparison With Conventional Plans Indicating 
Economies in Floor Space, Exterior Walls 
and Cubic Contents 


Comparison of Patient Space in Three Hospitals 
With Floors of Private, Semi-Private 
and Ward Beds 


(Dimensions are taken inside the walls: ele- 
vators, stairs and ramp space being omitted to 
equalize conditions. ) 


Number of Beds Net Area Square Feet 


per Floor per Floor per Bed 
Hospital S 89 25,700 288.7 
Hospital F 123 26,766 217.3 
Hospital R 75 16,792 224.2 
Double Pavilion 
3 Wings 193 34,728 179.7 
Comparison of Lineal Feet of Exterior 
Wall Per Bed 
Hospital A 16 * £. 
Hospital B 15.2 ft. 
Hospital C 15 ft. 
Hospital D 16.2 ft. 
Hospital E 16.8 ft. 
Hospital F 10.9 ft. 
Double Pavilion Plan 
Including Administration Unit 8.9 ft. 


Comparison of Cubic Contents and Cost 


General Hospital G, with 186 beds, originally planned in 
conformity with accepted modern standards of complete- 
ness, finish and dimensions, had a bulk of 1,220,000 c.f. 
Builders estimated the cost at $915,000, or $4910 per bed, 
for construction and fixed equipment. Redesigned, using 
the Double Pavilion Plan, with the same capacity, services 
and finish, the cube was reduced to 1,000,000 c.f., and the 
builders’ estimate to $720,000, or $3870 per bed. 


In this building elevators were used instead of the ramp. 
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Commission has granted the request of the 

Joint Advisory Committee of the three na- 
tional hospital associations for an increase in the 
per diem rate to $4.50 a day and a horizontal in- 
crease of twenty-five per cent for special services, 
effective January 1, 1942. This action of the 
Commission is confirmed in the following letter 
received from Mr. William McCauley, secretary 
of the United States Employees’ Compensation 
Commission: 


UNITED STATES EMPLOYEES’ COMPENSATION 
COMMISSION, WASHINGTON 


February 14, 1942 
The American Hospital Association 
18 East Division Street 
Chicago, Illinois 


Attention: Dr. Basil C. MacLean, President 
Gentlemen: 


Reference is made to the letter of the Joint 
Advisory Committee of the American, Catholic, 
and Protestant Hospital Associations dated De- 
cember 24, 1941, in which the request is made 
for an. increase in rates agreed upon between the 
Commission and representatives of the Joint 
Committee, governing hospital care in compen- 
sation cases involving employees of the Works 
Projects Administration. Advice to you con- 
cerning the action of the Commission upon this 
proposal has been. unduly delayed as the result of 
the disruption of the work of the Commission oc- 
casioned by the impending removal of its offices 
from the District of Columbia. 


The proposed increase in the base rate for hos- 
pitalization from $4 to $4.50 per diem, and a 
horizontal increase of 25 per cent in the rates for 
special services has been approved by the Com- 
mission. The increased rates will be made ap- 
plicable to all services rendered on and after Jan- 
uary 1, 1942. Compensation for services ren- 
dered prior to such date will be paid in accord- 
ance with the schedule in effect prior thereto. 


In order to simplify the settlement of charges 
for special services covered by the schedule in- 
cluded in the original agreement, the Commis- 


To: United States Employees’ Compensation 
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sion proposes that the charges be submitted at 


the rates stated below instead of on the basis of > 


a flat increase of 25 per cent. The net result will 
be approximately the same. Under this plan the 
rates for special services will be increased as 
follows: 


Items formerly billed @ $ 1.00—increased to $ 1.25 
“ “ “ 


@ 250— “* “ - 3.95 
“ “ “ @ o75.— “ “ 4.75 
“ “ “ @ 5.00— “ “ 6.25 
“ “ “cr @ 50. “ “ 9.50 
“ “ “ @ 10.00— “ “ 12.50 
“ “c “ @ 12.50— “ “cs 15.75 


It has been noted in the past that hospitals do 
not always submit charges for individual items 
or services at the rates stated in the agreement, 
but keep the overall charges within the total 
amount authorized by the agreement. It is pro- 
posed in such instances to consider the bill of the 
hospital as a whole rather than by individual 
items, and to pay the total amount claimed where 
such amount does not exceed that which would 
be payable at the agreed rates for individual 
items. The Commission believes this procedure 
will facilitate the adjustment of accounts and 
eliminate: a cause for dissatisfaction that has oc- 
curred occasionally in the past when it has been 
necessary to reduce the charge for individual 
items. Your concurrence is desired in an under- 
standing that this practice will be followed ir 
adjustment of all accounts paid after January :, 
1942. 


The Commission wishes to repeat its acknowl- 
edgment of the splendid services rendered by the 
hospitals participating in the care of compensa- 
tion beneficiaries under the plan developed with 
the aid of the Joint Committee, and to express 
its appreciation for the wholehearted cooperation 
received from members of the Committee and 
officers of the three National Hospital Associa- 
tions. 

Yours very truly, 
Wo. McCAULEY, 
Secretary 
ok * * 

In consonance with the action of the United 

States Employees’ Compensation Commission, the 
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following rates will obtain, effective January 1, 
1942, and the agreement on the schedule of hos- 
pital fees is incorporated below for the informa- 
tion of hospitals: 


A $4.50 per diem rate for all hospital cases of 
injured employees of the Civil Works Adminis- 
tration will be general throughout the United 
States, regardless of local hospital costs or 
charges, and will include the use of a single room 
when necessary. It will also include any special 
diets, ordinary nursing or usual dressings, sur- 
gical supplies, material for plaster casts, and med- 
icines. 


Included in this rate are general medical and 
surgical care by the house staff, and such items 
as colonic irrigation, hypodermoclysis and routine 
laboratory examinations, such as: 


Blood counts, smears, Wassermann and Widal 
tests, etc., agglutination tests, blood typing, co- 
agulation time, hemoglobin estimation, occult 
blood. 


Skin tuberculin tests, spinal fluid smears, and 
cell counts. 


Precipitation tests for syphilis, sputum exami- 
nation for tubercle bacillus, other usual bacterio- 


of the hospital record be requested, in which case 
charge for same will be made in accordance with 
the local public stenographers’ rates. There will 
be no charge for autopsies. or reports of same 
when a patient dies in the hospital. 


In addition to the above rate it will be permis- 
sible to make the following extra charges: 


1 An operating room fee of $6.25 for a minor 
operation and $12.50 for a major operation. 
A general anesthesia fee of $6.25 for a 
minor operation and $12.50 for a major 
operation, to include anesthetic service by 
a salaried employee of the hospital and the 
cost of the anesthetic. 


2 Laboratory examinations of an unusual 
character, such as complete blood chem- 
istry; gastric analyses, etc., may be 
charged for at a rate of from $3.75 to 
$6.25, according to the nature of the exam- 
ination (which must be specified in the 
voucher submitted), $3.75 being the usual 
charge allowed for such examinations and 
reports. 


3 Fee for special nursing when necessary 
will be allowed in accordance with the local 
prevailing rate or when furnished by a sal- 
aried employee of the hospital, at actual 


logical tests and the usual urine tests. cost. 
l Also included in this charge will be such physio- 4 X-ray examination will be paid for in ac- 
. therapy treatments as may be necessary for pa- cordance with the following rate, the num- 
1 tients in hospital; there will be no charge for med- ber of films and procedure for each fee 
| ical or hospital reports unless an actual transcript being indicated by the description below: 
B 
J ? 
| No. of Previous Present 
: Films Price Price 
i Ankle, joint, anteroposterior and lateral views...............0ccecccceeeeecees 2 $2.50 $3.25 
t Arm, humerus, anteroposterior and lateral views, ..............0:eeceeeeeeees 2 2.50 3.25 
| Bladder, with injection, anteroposterior and laterial views...............0+..++ 1 5.00 6.25 
E Chest, for pulmonary or cardiac diagnosis, plain...............00.ceceeeeeeees 1 3.75 4.75 
Ly Chest, for pulmonary or cardiac diagnosis, stereoscopic...............00eeeee0% 2 5.00 6.25 
Clavicle, postero-anterior view..............eccecccceceuues ET EE ee 1 2.50 3.25 
Elbow, anteroposterior and lateral views................ccccceccccueceeeeees 2 2.50 3.25 
|- Fluoroscopy, when required, without film.............000. ccc ceeececeeeeeeece 1 1.00 3.25 
e Foot, anteroposterior and lateral views.................ceeeeeeues Pen eee 2 2.50 3.25 
1- Forearm, radius and ulna, anteroposterior and lateral..............0..0seeeee: 2 2.50 3.25 
h Foreign body in eye, location of (the fragment charted in three planes and its 
dimensions ascertained by the method of Sweet or equivalent as needed).... 12.50 15.75 
38 Gall bladder, Graham technic, including cost of dye............ceeccceeeeeeees 1 10.00 12.50 
mn Gastro-intestinal tract, complete x-ray study, including fluoroscopy, as needed. . 12.50 15.75 
d Hand, anteroposterior and lateral viewS............00ccececeeecececeuceeees 2 2.50 3.25 
a- Hip joint, plain, anteroposterior view.............0.ccceececcececceuceeeueees 1 3.75 4.75 
Hip joint, stereoscopic, anteroposterior View.............0.cccecececeecuceces 2 5.00 6.25 
Intestine, barium clysma, 13 x 17 films for position and outline as needed...... 7.50 9.50 
i WE og eer aN ed gine arin eau dey 1 2.50 3.25 
Kidneys, right and left, for comparison, 11 x 14 films as needed................ 5.00 6.25 
Knee joint, anteroposterior and lateral views...............000 cee eee ee ec eeees 2 2.50 3.25 
Leg, tibia and fibula, anteroposterior and lateral views..................0.0006 2 2.50 3.25 
od Lipiodo] injection for bronchiectasis, etc., including roentgenograms and interpre- 
ae tation, as needed ........... ste a aCanetatae tangy Ral etait Sat Gio ee Gia See Sala a ATO 12.50 15.75 
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Pelvis, 14 x 17, single film, anteroposterin view 


Pyelography, using uroselectan or similar preparation (including cost of drug).. 


Ribs, plain view over suspected area, 10 x 12 film 
Scapula 

Shoulder joint, plain, anteroposterior views 
Shoulder joint, stereoscopic, anteroposterior views 


Sinuses, frontal and ethmoid, anteroposterior and lateral views 


Sinuses, mastoid, right and left sides, for comparison 
Sinuses, maxillary, anteroposterior and lateral views 
Skull, ventriculogram—air injection as needed 
Skull, anteroposterior and lateral views 

Skull, stereoscopic 

Spine, cervical, anteroposterior and lateral views 
Spine, dorsal, anteroposterior and lateral views 


Spine, lumbosacral, with coccyx, anteroposterior and lateral views 


3.75 
2.50 
2.50 
5.00 
5.00 
5.00 
5.00 
7.50 
5.00 
7.50 
5.00 
5.00 
5.00 


4.75 
3.25 
3.25 
6.25 
6.25 
6.25 
6.25 
9.50 
6.25 
9.50 
6.25 
6.25 
6.25 


Stomach, barium or bismuth meal, 14 x 17 film, after ingestion four 8 x 10 films 


for detection of duodenal cap; total of four 8 x 10 films including fluoroscopy. 


Teeth, single film 


Teeth, each additional film up to and including five films 


Teeth, series (five films up to and including full mouth) 
Thigh, femur, anteroposterior and lateral views 
Ureters, right and left, for comparison 

Wrist, antero-posterior and lateral views 


5 Unusual expensive medication will be sup- 
plied at cost. This includes such items as 
oxygen administratoin (marked preference 
being given to the use of commercial oxy- 
gen), biologicals; prosthetic and ortho- 
pedic appliances, when furnished by the 
hospital. Blood transfusions not to exceed 
$6.25 per 100 c.c. to donor, and a hospital 
charge of $6.25 for the transfusion as a 
minor operation will be allowed. 


Ambulance charges, when furnished by the 
hospital, may not exceed a minimum rate 
of $3.75 when the call is within a three- 
mile radius of the hospital. An additional 
rate of 65 cents per mile beyond the three- 
mile radius, one way, will be allowed. 


Professional and other fees of persons not 
employed by the hospital are not included 
in this agreement. 


FEES, HOSPITALIZATION, AND PROPHYLAC- 
TIC TREATMENT OF CONTAGIOUS DISEASES 
NOT ORDINARILY TREATED IN GENERAL HOS- 
PITALS ARE NOT INCLUDED IN THIS AGREE- 


12.50 
1.00 
1.00 
5.00 
3.75 
7.50 
2.50 


15.75 
1.25 
1.25 
6.25 
4.75 
9.50 
3.25 


MENT AND SHOULD BE SUBJECT TO LOCAL 
REGULATION. 


The working agreement entered into by the 
Joint Advisory Committee on behalf of the hos- 
pitals with United States Employees Compensa- 
tion Commission has continued uninterruptedly 
since 1933. The Commission has courteously 
considered every request the Joint Advisory Com- 
mittee has submitted to it, and so far as consistent 
with its policies and the regulations which govern 
the Commission, has taken favorable action. 


In all its relations with hospitals the Commis- 
sion has been fair and has fulfilled its part of the 
agreement promptly and without reservation. The 
hospitals for their part have discharged their ob- 
ligations under the agreement in a satisfactory 
manner. 


While in some instances the remuneration 
agreed to may be inadequate, in a majority of hos- 
pitals of the country it constitutes a fair average, 
and while the admission of the compensation case 
is voluntary and not compulsory, all hospitals will 
benefit through cooperating with the Commission 
under the agreement. 





<i 
all 


Death Comes to Pioneer Alliance, Nebraska, Physician 


Dr. H. A. Copsey, pioneer Alliance, Nebraska, 
physician and surgeon, and co-founder of St. Jo- 
seph’s Hospital, died on January 14. For more 
than thirty-five years he has been a leader in med- 
icine and in hospital work in the State of Ne- 
braska. With another pioneer physician, Dr. C. 
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E. Slagle, he was largely instrumental in found- 
ing St. Joseph’s Hospital in Alliance, one of the 
best institutions in the State of Nebraska. 

Doctor Copsey was a veteran of the First World 
War; a wonderful physician; and a great hu- 
manitarian. 
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Workmen's Compensation Rates in New Jersey 
BERNARD E. HAMILTON 


rates are established and the premium for 

compensation insurance is determined in- 
volves several important factors which are cov- 
ered in the following questions: 


Ts way in which Workmen’s Compensation 


1 How are the rates for Workmen’s Com- 
pensation Insurance established? 


2 What can the individual hospital do to 
reduce its premium cost? 


3 Can one hospital reduce its premium cost 
without the cooperation of other hospitals? 


4 What is the relation between medical 
and hospital expense and the premium which 
is charged the individual hospital whose 
losses cause the expense? 


The Payroll 


The premium for a workmen’s compensation 
policy is, first, not less than the minimum pre- 
mium for the operations to be covered and is de- 
termined by applying the rates, either manual or 
adjusted, to the exposure (which is the payroll 
expended) and adding the loss and expense con- 
stant. It is worth noting, since it is of particular 
effect in connection with your business, that wages 
under our compensation law include board and 
lodging at the fixed amount of $5.00 per week 
unless—and here I quote the specific provision of 
the statute—“the money value of such advan- 
tages shall have been otherwise fixed by the par- 
ties at the time of hiring. Payroll, then, is wages 
plus a proper allowance for board and lodging 
where such advantages are received by the em- 
ployee. 


The Rates 


With payroll as one of the elements making up 
the premium cost defined, we have the second ele- 
ment which is the rate. A rate can be considered 
as being made up in two parts, one to cover the 
expense of handling the insurance and the other 
to cover the cost of the losses. The expense ele- 
ment is a function of the loss element except in 
So far as the Loss and Expense Constant provides 
a fixed policy charge. The loss portion of the rate 
is, therefore, the important element. It varies with 
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the demonstrated hazard of the particular busi- 
ness, industry, or service that is being rated. It 
is important that I emphasize here that the Rat- 
ing Bureau which I represent does not make rates. 
Rates are calculated upon the basis of the actual 
demonstrated experience of the industry. The 
Rating Bureau collects the experience data and 
makes the calculations but industry makes the 
rate in the true sense of the word. Your desire 
and ability to control the frequency and severity 
of work injuries is the only rate control that is 
worth any consideration whatsoever. 


Simple arithmetic underlies the establishment 
of any rate. The total losses incurred during the 
experience period under review divided by the 
payrolls expended under that same period indi- 
cates the pure loss cost for the particular indus- 
try. That pure loss cost modified to provide for 
the expense of doing business is the rate. There 
are naturally certain refinements to the process. 
Losses are not compared with payrolls on an over- 
all basis but are divided in three parts: serious, 
non-serious, and medical. In deciding the signifi- 
cance of the experience consideration is given to 
trend and effort is made to prevent substantial 
fluctuations in rate from year to year but basically 
it boils down to dividing the losses by the payrolls, 
and the judgment that can be permitted to enter 
into any of the refinements is very limited. 


Manual or Basic Rate 


The rate so determined is what we call the man- 
ual or basic rate. It may or may not be the rate 
for the individual employer. The basic or manual 
rate may be modified by the rating plans in force. 
There is a plan of Schedule Rating which applies 
to manufacturing industries. There is a plan of 
Experience Rating which applies to all businesses 
which have a premium at the manual rates of not 
less than $400 per year. Almost all hospitals 
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qualify for experience rating and, therefore, they 
enjoy the fruits of their own experience and pay 
a rate which is above or below the manual rate 
depending upon whether their experience has been 
worse or better than average. The effect of in- 
dividual losses upon the premium cost of the in- 
dividual employer is dependent upon the size of 
the particular employer’s operations. Here we en- 
counter the theory of credibility. The larger the 
employer’s business the larger the exposure will 
be and the greater the exposure the more credi- 
bility can be given to the individual risk’s experi- 
ence as compared with the classification experi- 
ence and the more effect the individual’s own 
experience will have upon his rate. The opera- 
tions of some employers whose exposure measured 
in terms of premium is less than $400 per year 
has no credibility and losses have no effect upon 
such an employer’s rating although they may have 
upon his ability to purchase insurance in the open 
market. At the other extreme we have the em- 
ployer whose operations are of such magnitude 
that they justify full credibility under the Ex- 
perience Rating Plan and there, of course, each 
loss has its full effect. Losses, to answer more 
specifically the fourth question concerning the 
effect of medical cost, include medical. Dollar for 
dollar medical losses have the same effect as in- 
demnity losses. 


Three Classifications of Hospital Employees 


Hospitals today are generally assigned to three 
classifications which, as they appear in the Manual 
and upon your policies of insurance, have the fol- 
lowing indicated scope: 


Code No. 8883 Professional employees— 
including clerical office employees 


Code No. 9040 All other employees 


Code No. 7380 Drivers, Chauffeurs and 
their Helpers 


(Definition of “all other” does not include drivers, 
chauffeurs and their helpers) 


Code No. 8838, as its phraseology indicates, con- 
templates, coverage for the professional employees 
—nurses and doctors—and includes also clerical 
office employees. Code No. 9040 is intended to 
cover the general maintenance staff and any em- 
ployees other than clerical, nurses, and doctors. 
The “Chauffeurs” classification, No. 7380, covers 
the ambulance service and any other motor ve- 
hicle operations the hospital might have. The 
division of hospital exposure into these three 
groups is of long standing. The historical record 
indicates that at one time there were more divi- 
sions. Clerical employees, for example, were 
separately classified under the standard “Clerical’’ 
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classification and, more remotely, laundries were 
separately rated. 


If I made it clear that rates for industry are 
established by simply determining the amount 
of historical loss there has been in each $100 
of payroll for the particular industry then it is 
evident that a division of an industry into several 
classifications serves no purpose providing the 
industry is reasonably homogeneous. We cannot 
expect that the operations of each individual em- 
ployer will be identical with the operations of 
every other employer in a particular classification. 


If that expectation could be realized, rating plans 


would be unnecessary and the manual or basic rate 
determined directly from the classification experi- 
ence could be equitably assigned to each employer 
within the classification. 


What we do find is that each employer’s busi- 
ness differs from every other employer’s business, 
in some measure, greater or less. The premises 
of one employer may be much safer or more haz- 
ardous than another’s; the type of employee may 
in one case be better fitted for their occupation than 
in another; the management may be more safety 
conscious in one business than another and the 
rate of wage may vary to some degree between 
businesses. These variations, for the most part 
unmeasureable, are found everywhere and each 
has an effect upon the cost of compensation insur- 
ance. It is in order to measure these variations 
that we have the Experience Rating Plan and it 
is the sole purpose of the Plan to ft the manual 
rate to the individual employer’s business upon 
the basis of his demonstrated loss record and that 
record is inherently controlled by the factors I 
have mentioned. The fact, therefore, that we have 
variations in the businesses assigned to a particu- 
lar classification is not important so long as those 
variations are not too great to be measured by 
the Experience Rating Plan. 


A Single Classification Considered 


For some time we have been giving considera- 
tion to the erection of a single classification to 
cover hospitals. That one classification would in- 
clude the professional employees, the clerical em- 
ployees, the maintenance staff and the chauffeurs. 
The rate would be the average rate for the entire 
exposure. It would be determined by comparing 
the combined payrolls for the classifications now 
applicable to hospitals with the combined losses. 
The resulting rate would naturally be higher than 
the rate presently assigned to the professional and 
clerical employees. Conversely, it would be lower 
than the rate presently assigned to the mainte- 
nance employees and the chauffeurs. 

The adoption of a single classification has out- 
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standing advantages—advantages to you as pur- 
chasers of insurance and advantages to the insur- 
ance companies as carriers of your liability. 


Of first importance is the fact that the sin- 
gle classification will have the combined exposure 
of the present classifications and the larger vol- 
ume should produce much more stable indications. 
That is not to say, of course, that premium costs 
will not go up or down but the trend should be 
less spotty. Fortuitous circumstances and single 
accidents will not have as great an effect as they 
must necessarily have with the exposure split. 


The second considerable advantage is in the 
question of allocation. Under the present classi- 
fication system there are some employees whose 
status is in doubt when audits are being made. 
That question appears to center particularly upon 
orderlies and our review of the experience has 
shown that orderlies are sometimes considered as 
professional employees and sometimes considered 
as “All Other” employees. (It is the intent of the 
Compensation Manual that orderlies be assigned 
to the “All Other” classification.) Such variations 
are, of course, unfair and give the hospitals where 
orderlies are rated under the professional class an 
advantage over those hospitals whose orderlies are 
properly assigned to the All Other classification. 
I cite orderlies only as an example. There are 
likely other instances where questions arise. They 
always do where multiple classifications are as- 
signed to cover an operation. These questions 





would be completely eliminated by the erection of 
a single classification. 


The third advantage is the simplified account- 
ing and auditing which the single classification 
basis provides. It means that, except if unusual 
operations are conducted within the policy period 
as, for example, new construction or extraordi- 
nary maintenance or repair work, the entire pay- 
roll needs only to be determined and assigned to 
a single classification. Premiums then are much 
easier to determine and compare. 


The advantages of a single classification appear 
from our study to have no offsetting disadvan- 
tages. It is true, of course, that some hospitals 
will pay slightly more for their insurance under 
the single classification but others will pay pro- 
portionately less and since you are all rendering 
essentially the same service those deviations which 
will occur appear to be entirely fair particularly 
when it is considered that in the majority of cases 
the individual hospital’s own experience will be 
used in so far as that experience is credible in 
determining the individual rate. 


It is our present plan to submit to the Govern- 
ing Committee of the Bureau the proposal that the 
single classification basis for hospitals be adopted. 
I have gone into it at this length in order that I 
might invite your comments on the proposal. If 
you will write to the Bureau, every possible con- 
sideration will be given to your questions. 
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Financing New Hospital Construction 


Hospitals should go just as far as they can in 
arranging their own financing programs without 
waiting for hoped-for aid from Defense Public 
Works grants or loans, Assistant Federal Works 
Administrator Baird Snyder, III, stated recently. 


Mr. Snyder, acting for Federal Works Admin- 
istrator Philip B. Fleming, made this suggestion 
by way of warning to the board of trustees of a 
large number of hospitals who, he was informed, 
are delaying fund-raising or other financial pro- 
grams for expansion of facilities while they await 
decisions on application to FWA. Mr. Snyder said: 


“In addition to the hospital projects which 
already have been approved, applications have 
been filed for additional hospital projects, the 
total estimated cost of which is more than 
$155,000,000. Under the new Lanham Act 
appropriation, only $150,000,000 was made 
available for Defense Public Works of all 
types. 


“It is quite apparent that a number of these 
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hospitals are not eligible under the Act by 
reason of the fact that their need for expan- 
sion is not based upon the defense program. 


“With respect to those whose expansion is 
brought about by the pressure of the defense 
program, their chances of sharing in the 
funds would be greatly increased if they 
would arrange in advance of their applications 
their own share of the financing that will be 
necessary. 


“It is obvious that the Government will not 
be able to meet the entire need. Therefore, 
where an expansion of a hospital is justified 
by the facts, no delay should occur in its 
financial plans due to the pendency of its ap- 
plication for Government assistance. Where 
the beds are needed in the defense program, 
they must be provided as quickly as possible. 


“Delay on the part of hospitals in raising 
their part of the necessary funds will make it 
difficult for the Government to assist them.” 





Reporting the Value of Employees’ Maintenance 
for Income Tax Purposes 


There has been considerable confusion among 
hospital administrators throughout the country 
regarding the lack of a uniform understanding of 
the regulations for reporting the value of em- 
ployees’ maintenance in connection with the re- 
port of the employees’ incomes sent to the In- 
ternal Revenue Department. Some administrators 
have not been certain whether to report it at all, 
and those who have reported it have lacked any 
official ruling regarding the value to be placed 
upon this maintenance. Also, some have not at- 
tempted to attach a value to it, merely reporting 
that the employee received maintenance. 


This lack of uniformity was brought before 
the members of the American Hospital Associa- 
tion at a round table session of the Association 
held in Atlantic City. This discussion prompted 
an inquiry to be made of the Bureau of Internal 
Revenue of the United States Treasury Depart- 
ment, and, in an exchange of correspondence, the 
following points were brought out in a letter from 
the Bureav, dated January 5, 1942 (symbols IT: 
P:T 2): 

“In a Federal hospital, the value of the 
maintenance is a fixed part of the employee’s 
salary, which salary is required to be in- 
cluded in his gross income, hence the value 
of the maintenance is taxable income for 


Federal income tax purposes. In a state or 
municipal hospital where the value of the 
maintenance is fixed by law for state income 
tax purposes, and the Bureau accepts such 
valuations for Federal income tax purposes, 
the employee has no voice in determining the 
value placed upon the maintenance he re- 
ceives; and whether or not such value is in- 
cluded in gross income depends upon the 
circumstances of the individual’s employ- 
ment, that is, whether or not the mainte- 
nance is granted for the convenience of the 
employer. See Mimeograph 5023, supra. 
Where there is no law determining the value 
of maintenance for state income tax pur- 
poses, the institution granting the mainte- 
nance determines its value for Federal in- 
come tax purposes. The employee’s return, 
when the value is includible in gross income, 
is supposed to reflect the same amount that 
the institution has previously reported on its 
information return for the employee. In 
such case it follows that the employer, not 
the employee, determines the value of the 
maintenance for Federal income tax pur- 
poses.” 


We feel that this ruling clarifies the points 
under discussion. 





Some Blackout Experiences 


Evacuation of Patients 


In preparation for bomb attacks, whether by 
day or by night, each ward or floor should be re- 
quired to keep a list, revised at least daily, of such 
patients as can walk, may be transported sitting, 
or must be kept prone during evacuation of floors. 


In practice it has been found impracticable to 
carry patients on mattresses up or downstairs. 
Even with six nurses carrying, one or two trips 
up or down three or four flights of stairs is so 
exhausting as to make the entire procedure im- 
practicable. This is due not alone to the weight 
of the patient, but to the difficulty in making the 
turns in any but the widest stairways. It be- 
comes utterly impracticable in the type of stair- 
way provided for fire escape purposes. This diffi- 
culty may be partly obviated by the provision and 
practice in the use of either the army type of 
stretcher or a short canvas stretcher built for a 
two man carry. Actually it is believed that two 
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nurses can carry a patient on this type of stretcher 
with less fatigue than the same patient could be 
handled by sxi nurses using the mattress. 


Due to these difficulties, it is believed that every 
effort should be made to maintain the elevators 
in, service until the last possible moment, even 
though this may include the provision of alternate 
power circuits and special protection to the ma- 
chines to insure that the disabling of one will have 
the least danger of putting the others out of 
service. 

Maternity Patients 

An administrator who has experienced several 
blackouts and test evacuations warns against try- 
ing to move mothers without their babies. He 
finds that the first step must be to take all the 
babies from the nursery to their mothers. With 
the baby beside her, the mother will accept re- 
moval to any place in the hospital with complac- 
ency. 
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to a wartime economy is bringing to hospital 

administrators many problems of shortages 
of materials and supplies. The efforts of the 
Joint Council of the American Hospital Associa- 
tion, the Catholic Hospital Association, and the 
Protestant Hospital Association have been suc- 
cessful in securing good priority ratings for hos- 
pitals for all supplies and materials which are 
under priority limitation and the inclusion of hos- 
pitals in the P-100 (formerly P-22) classification 
for such maintenance and repairs to the physical 
plant as are necessary to keep it in good operat- 
ing order. 


Te: conversion of the nation from a peacetime 


But a priority rating of A-10 is not in all cases 
sufficient to secure all supplies needed. It only 
means the privilege of securing the desired sup- 
plies after all priorities senior to A-10 have been 
satisfied. So many of the supplies or means of 
producing them are pre-empted by the needs of 
the armed services that however badly needed the 
materials may be, hospitals will simply have to 
wait or find substitutes until needs more acute 
than theirs have been satisfied. 


And it is not only the needs of the American 
forces that must be satisfied. While there is not 
much said in the public print about the demands 
of the lend-lease program, our own entrance into 
the war ,did not stop our efforts to supply our 
allies as well as our own much expanded forces, 
and it should be understood that in some items at 
least the demands for supplies to our allies ex- 
ceed those for our own use. And, as a result of 
the recently concluded Rio conference, we may 
look forward to extensive demands from our 
South American neighbors both to replace imports 
they have customarily received from Europe but 
since all but one of them have declared full ad- 
herence to the Rio conference they will of neces- 
sity make large demands on our industries for 
their own preparedness programs even though 
they may not enter very actively into the conflict. 


One phase of the problem not generally realized 
1s that there is not so much a shortage of basic 
raw materials as there is a shortage of the means 
of converting them to use. And this creates the 
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vicious circle of the demand for munitions of war 
competing directly with the means for producing 
them. Thus large amounts of the metals are avail- 
able in ore form but their use for the construction 
of plants to convert them into usable form is in 
direct competition with their use for plants and 
machines for such conversion. 


A commendable effort to prevent inflation has 
resulted in a program of price limitations. In 
some instances this has had the effect of removing 
the profit motive and thereby artificially limiting 
supplies, the raw materials for which are available 
in plenty. Notable examples of this are copper 
and scrap iron. 


Copper mines producing low grade ores, or in 
which the mining or refining process itself is un- 
usually expensive, simply cannot produce at the 
price fixed. The scrap iron problem is somewhat 
more complicated. It requires about three times 
as long a process to produce steel from pig iron as 
it does to produce the same grade of steel from a 
mixture of pig iron and scrap iron. Thus the lack 
of scrap iron reduces the production of steel in 
any given unit by almost two-thirds. There is a 
very large supply of scrap iron but in the nature 
of the case it is both difficult and expensive to 
gather it and the price limitation has until recent- 
ly been too low to justify its collection and ship- 
ping. It is understood that adjustments of price 
schedules are now under way which will remedy 
this and other similar conditions. 


There are adequate supplies of bauxite, the ore 
from which aluminum is derived, if we include 
South American sources. But mining facilities are 
not yet adequately developed. There is a shortage 
of ships for bringing the ore from outside the 
North American continent, and the production of 
aluminum requires huge amounts of electrical 
energy, which can in time be made available even 
though it involves a “cost be damned” policy. 
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Magnesium is produced from salt water and the 
oceans promise an inexhaustible supply at such 
time as adequate recovery plants can be con- 
structed. 


Drugs and Chemicals 


In general there has not yet been any serious 
shortage in the drug market but in many in- 
stances present supplies are drawn from fast 
dwindling reserve stocks and the end of these 
reserves is definitely in sight. 


Mecurials have become scarce and it is still a 
question if the newly developed Canadian and 
Mexican production will be adequate for munitions 
needs and leave enough for civilian use. 


Plants for plant drugs and alkaloids are largely 
of European production and American production 
cannot be expected to compensate the loss of these 
sources except in isolated instances—ergot for 
instance. Almost all of the opium comes from 
Turkey and the Balkans, and it is evident that 
that source is now cut off. Cinchona bark came 
almost exclusively from the Dutch East Indies 
and thus the extension of the war to the Pacific 
effectually cuts off that supply for some time to 
come. Atabrine, a coal tar dye, promises to re- 
place quinine in the treatment of malaria and 
there is no present threat to the sources of supply 
of this drug. 


Valerian grown in England, and hyoscyamus 
and belladonna, grown in Belgium, have been hard 
hit. Squill, from Italy, is off the market and olive 
oil, from Spain and Italy, very nearly so. A cotton 
seed substitute for olive oil has been found fairly 
satisfactory. Another substitute is maize oil pro- 
duced both in South Africa and in the United 
States. Menthol and camphor, being Malayan, and 
Japanese products are likewise likely soon to be 
unobtainable. 

Antiseptics 

The entire phenol and cresol group, including 
the newly developed zephiran are all benzine ring 
derivatives and while the raw materials are plen- 
tiful, manufacturing facilities, either existing or 
prospective, are so loaded with demands from the 
munitions industry that there is little prospect 
for any for civilian use until new facilities for 
their production can be developed. 


Iodine has been secured, in the past, from three 
sources. It is produced from kelp, mostly in Spain, 
as a by-product from the reduction of certain ores 
in Chile, and, more recently, by recovery from 
salt water from oil wells which have “gone salt” 
in California. While the Spanish sources are no 
longer to be depended upon, it is entirely probable 
that the Chilean and salt well sources will be ade- 
quate for all needs, particularly if prices are ade- 
quate to justify the installation of the necessary 
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recovery equipment. Mercurials of all types are 
threatened although not yet off the market. 


Anesthetic Gases 


There is no shortage of materials or facilities 
for the manufacture of anesthetic gases, but there 
is a very definite shortage of cylinders in which 
to distribute them. This again is due to lack of 
manufacturing facilities since the entire produc- 
tion of the two or three plants equipped to manu- 
facture cylinders is reserved for munitions use. 
But this shortage is largely the fault of the hos- 
pitals themselves. There are believed to be in 
existence enough cylinders to serve all hospital 
needs but so many are out of circulation due to 
the failure of users to return them promptly when 
empty that it creates an artificial shortage. One 
manufacturer estimates that one-fourth of his 
entire equipment of cylinders is idle from this 
cause. Already limitation has begun by limiting 
shipments, not to the amount of former orders, 
but to the average number of cylinders returned 
per month. 

Alcohol 


All of the lower alcohols—methyl, ethyl, and 
isopropyl—are in so much demand as processing 
agents, as well as for raw materials for munitions, 
that there are already severe limitations on their 
use. Isopropyl alcohol is not available to hospitals 
and ethyl alcohol is available under a voluntary 
rationing plan of the manufacturers. It is prob- 
lematical if and when such rationing will be put 
into formal governmental regulation. 


There are two sources of raw material for the 
production of ethyl alcohol: grain for alcohol for 
internal use; and molasses for the so-called indus- 
trial aleohol for technical and external use. Under 
normal conditions the molasses used to make in- 
dustrial alcohol is a by-product of the normal re- 
fining process of sugar. 


There are under consideration two methods of 
increasing the supply of alcohol. One is to divert 
some of the cane syrup now used for sugar to the 
manufacture of alcohol, and the other is to use 
existing stocks of grain stored under the farm 
relief program. 


The difficulty in the way is that with the loss 
of trans-Pacific sources of sugar, the supply will 
already be below normal needs. Cuba is ready and 
able to increase its production sufficiently to make 
up for both the shortage and any proposed diver- 
sion, but it takes from twelve to eighteen months 
for new plantings of cane to come into production. 
Also planters are likely to be cautious about large 
investments in new plantings unless assured that 
their capital investment will not be wiped out by 
the end of the war or by tariff, import limitations, 
or other legislation. 
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The proposal to increase alcohol production by 
use of grain involves the conversion of whisky 
distilleries into alcohol manufacture. It is found, 
however, that the whisky distilleries are equipped 
to distill alcohol only to about 160 to 170 proof 
instead of to the standard 190 proof, and that in- 
dustrial alcohol distilleries are not equipped to 
grind the corn and make the mash. This would 
then require extensive alterations or additions to 
existing plants, the marketing of the alcohol at 
low proof, or a two-stage process in which the 
whisky distiller made the mash and a low proof 
alcohol, and passed it on to the industrial distiller 
to bring it up to standard proof. 


Textiles 


Wool—Australian supplies of wool are virtually 
off the market. The results of their own war 
effort have markedly reduced their exports and 
such as are still available are practically all re- 
served for the British manufacturers. 


There is some hope that South American 
sources and the shipping necessary, may be de- 
veloped sufficiently to replace the wool formerly 
received from Australia. 


There have been some promising results from 
research in the production of artificial substitutes, 
but they have not yet been entirely successful and 
little, if any relief can be expected from this 
source. The wool problem thus becomes largely a 
matter of the strictest conservation of such stocks 
as are already on hand. 


Cotton—Despite the large demands for the 
lower grades of cotton for munition manufacture, 
this is not expected to affect the textile supply to 
any considerable extent. An increasing price— 
raw cotton is now at its highest price for twenty 
years—is quite likely. Very large acreages of mar- 
ginal land which could not produce cotton at a 
profit at the prices prevailing for the last ten or 
fifteen years can do so at the prices now prevail- 
ing. 

The real bottle neck in cotton textiles is in the 
spinning and weaving facilities. Some apprecia- 
tion of the competition of the war industries with 
civilian production in this matter may be gained 
from a government estimate: that it takes 350 
pounds of manufactured cotton to put one soldier 
in the field and a ton to put the tires on our 
largest bomber planes. A recent order prevents 
the use of duck and canvas mill facilities for any- 
thing but munitions supplies. Thus aprons for 
flat work ironers will be virtually off the market 
by the time this is in print. 


This shortage of manufacturing facilities may 
be remedied in the course of time, but there are 


certain to be some more or less temporary short- 
ages, 
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It has been estimated that seventy-five per cent 
of the wear and tear on cotton textiles occurs in 
the laundry and it follows that there could be no 
better time for the hospital administrator to make 
a study of his own laundry with this saving in the 
life of textiles in view. 


Dressings—The same conditions as apply to 
other textiles apply to dressing and bandage 
gauze. The conditions are already so serious that 
at least two of the leading manufacturers have 
embarked on extensive educational programs to 
assist hospitals in reducing their consumption of 
dressings. This includes the use of looser mesh 
gauze for bandages and dresings, saving of gauze 
by using more cotton-in-gauze pads, the use of re- 
coverable binders in place of gauze bandages and 
the encouragement of medical and nursing per- 
sonnel to reduce the bulk of all dressings to the 
minimum safe amount. 


There is little doubt that a very large number 
of hospitals could reduce their gauze consumption 
by thirty to fifty per cent if they would make a 
careful, detailed study of the question and impress 
all their personnel that their program was a 
defense saving rather than a dollar saving effort. 


The manufacturers give assurance that they 
will be able to serve all normal and legitimate 
needs of their regular customers. But that they 
may not be able to meet the artificial shortages 
caused by an influx of new customers or by regu- 
lar customers’ insistence on deliveries far in excess 
of current needs, or greatly increased reserve 
stocks. 


Proper care of the sick requires the maintenance 
of adequate inventories of sick room supplies but 
the piling up of excessive inventories is quite 
likely to defeat this purpose. There may be tem- 
porary delays due to disturbances of the dis- 
tribution channels and transportation, but it will 
be a most unusual condition which will justify 
an increase of reserves to a level more than ten 
per cent to fifteen per cent higher than is nor- 
mally carried in peacetime. In those cases in 
which there is any doubt it would be the part 
of wisdom for the administrator to take up his 
buying and inventory problems with his normal 
sources of supply. Under present conditions 
manufacturers are more interested in the equita- 
ble distribution of their products among their 
regular customers than in the size of any indi- 
vidual order. 


Foods 


There is at present no apparent threat to the 
supplies of grain or dairy products, meat, fruit, or 
vegetables, but the limitations on tin may result 
in sharp cuts in the amounts of canned foods of 
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any sort. Extensive efforts to find a satisfactory 
substitute for tin cans are now under way but it 


is not likely that any can be found and put into . 


production in time for this year’s packing season. 


Sugar is the one food now engaging the most 
attention, not so much on account of the shortage 
for use as sugar, but rather because of the 
prospect of diversion of large amounts for the 
production of alcohol. The estimated demand for 
1942 is about seven million tons and the produc- 
tion of the continental United States plus that of 
the Carribean area is expected to slightly exceed 
this amount. But diversions to alcohol production 
and to supply our allies may exceed two million 
tons. Normal supplies from Hawaii and from the 
Philippines are about 800,000 tons each, but with 
the war in the Pacific area, and the shortage of 
shipping facilities, it is quite questionable how 
much of this will be available for American sup- 
ply. The overall guess is that the normal supply 
will be short between one-sixth and one-seventh 
of the normal supply. Under normal conditions, 
about one-third of the total demand is for the 
manufacture of food, candy, soft drinks, tobacco, 
etc. If the limitations are placed on these uses 
rather than on the use of sugar as such it is 
apparent that the limitations for food purposes 
need not be very drastic. The recently announced 
rationing program may lead to some inconven- 
ience but it is not likely to result in real hardship, 
and in any case may be only temporary until pro- 
duction can be expanded to meet the increased 
. demands. 

Rubber 


The rubber situation is much confused. It is not 
possible to determine with any degree of accuracy 
the amounts that will be needed by the armed 
forces. Estimates of production from new sources 
are so widely variable that they are not of much 
help in reaching a conclusion. Production from 
wild rubber trees in Brazil is probably largely a 
matter of a price adequate to encourage the seek- 
ing out and collection of existing but undeveloped 
sources. The experimental plantations in Brazil 
for the domestic production of raw rubber are not 
expected to come into full production for two or 
three years yet, and even then their product is not 
expected to exceed more than two or three per 
cent of normal demand. 


A somewhat similar situation exists in respect 
to the guayule rubber developed in Mexico and in 
California. There are sufficient land and seed 
available to completely replace our former im- 
ports, but the guayule shrub must grow at least 
one year before it develops a useful rubber con- 
tent, and the recovery process requires special ma- 
chinery not now in existence in adequate amount. 
Guayule rubber is a complete substitute for the 
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conventional Hevea rubber, but is usually con- 
sidered to have only about ninety per cent of its 
durability. 


Synthetic Rubber—There is no one synthetic 
rubber which is a complete substitute for natura] 
rubber, but there are individual synthetic rubbers 
which duplicate the different characteristics of 
natural rubber and in almost all cases are even 
better than actual rubber. For instance, the man- 
ufacture of an automobile tire from synthetic rub- 
ber requires two different types, one for the side 
wall and a different one for the tread. But once 
combined they result in a tire said to be much 
more durable than one made from natural rubber. 
Other desirable characteristics are resistance to 
heat and to oils. Thus one type is particularly ap- 
plicable to the insulation covering of electric wires 
which are exposed to heat and oil, and another is 
used to provide a self-sealing lining for gasoline 
tanks on airplanes. _ 


Raw materials for the manufacture of the syn- 
thetic rubbers are plentiful, of course, but the 
equipment for processing is not. It is certain that 
production of synthetic rubber cannot be expected 
to bring immediate relief and estimates of the 
capacities which can be developed within the next 
year or two vary from a small fraction to total re- 
placement of past supplies. 


Meantime, hospitals may have to forego some 
of their desires such as rubber floor materials 
(now limited to an A-3 priority), rubber bumpers, 
rubber clad utensil racks, and possibly rubber 
tires for wheeled equipment, but there is little 
prospect of drastic limitation. of such supplies as 
rubber tubing, catheters, hot water bottles, ice 
bags and the like. It would be the part of dis- 
cretion to take the best possible care of such 
rubber utensils as are on hand, either in use or 
in storage, as the careless misuse of these mate- 
rials cannot be justified and there may come limi- 
tations which, while not prohibitory, would be 
very inconvenient. 


Fuel 


There is no present prospect of any shortage of 
fuel or its transportation, but that is no excuse for 
failure to conserve its use. Several studies have 
indicated that some hospitals are wasting from 
thirty-five to forty per cent of the heat units pur- 
chased as fuel, and here would be a good place to 
begin saving to compensate for the inevitably 
higher costs for some other commodities. 


Personnel 


Inanimate supplies are not the only items to be 
considered. The staff problem promises to become 
serious. The armed forces require seven medical 
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officers per thousand men. The last estimate of 
the selective service authorities envisions an army 
of six million with a limit of eight million men. 
This would mean a total of 42,000 to 56,000 medi- 
cal officers or between one-third and one-half of 
all the physicians in the United States. Civilian 
hospitals must adjust themselves to this condi- 
tion. There is a general understanding that 
interns will be permitted to complete their intern- 
ships as this is considered to be an integral part 
of their medical education. But the removal of 
one-third or more of the licensed physicians from 
civilian practice, and those largely from the 
younger, more vigorous age groups will increase 
the load on the remaining less vigorous members 
of the staff by fifty per cent or more. 


There are likely to be two direct results from 
this increase of load. In order to conserve their 
time the physicians will delegate an increasing 
number of their professional procedures to nurses 
and will send a greater proportion of their home 
cases into the hospital. 


This, in turn, will throw an increasing load on 
the nursing department. It is entirely conceivable 
that some hospitals may find it advisable to select 
a small number of especially well qualified nurses 
for training as “flying squad specialists” to take 
over those professional procedures which the med- 
ical staff see fit to turn over to them. Such a plan 
would greatly increase the confidence of the physi- 
cians and their readiness to delegate these proce- 
dures. Just as nurse anesthetists have “found 


their place in the sun” so other nurse specialists 
may become an accepted part of professional 
routines. 


But this delegation of added duties to the nurs- 
ing department added to the depletion of the force 
by nurses entering the military services will in 
turn require new adjustments in nursing routines. 
Extensive studies have indicated that approxi- 
mately fifty per cent of the general duty nurses’ 
time is spent in duties which could be performed 
by less well trained aides under supervision. 


Another solution is by revision of some of the 
nursing procedures. Such of these procedures and 
routines as have been given intensive study have 
shown possibilities of decrease in time consumed 
by as much as forty to seventy-five per cent. 
While such reductions could not be made in all 
procedures and the necessity for adequate unit 
supervision will remain, it is more than probable 
that the majority of hospitals can. readjust both 
personnel and procedures to such an extent as to 
compensate for both the added duties delegated to 
them by the medical staff and for the depletion of 
their existing nursing personnel, and this without 
prejudice to the care and welfare of their patients. 


War is all Sherman said it was, but hospitals 
always have been able to meet new conditions as 
they arose and there is no reason to expect they 
will fail now. New conditions must be accepted as 
a challenge, not as any excuse for failure to give 
the community and the sick every service that will 
contribute to its health and welfare. 
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Elmer E. Matthews Honored 


Elmer E. Matthews completed a quarter of a 
century of service as superintendent of the 
Wilkes-Barre General Hospital, Wilkes-Barre, 
Pennsylvania, on February 26. As an evidence of 
the esteem and appreciation in which the former 
interns and the staff of the Wilkes-Barre Gen- 
eral Hospital hold Mr. Matthews, they gave a 
testimonial dinner in his honor at the Westmore- 
land Club. 


Twenty-five years is a long time for any one to 
serve a hospital as superintendent. During those 
years Mr. Matthews has guided, developed, and 
expanded the Wilkes-Barre General Hospital from 
4 small institution until it is now one of the best 
in the State of Pennsylvania. 


Continuity of service with any organization is 
the best evidence of the value of service and the 
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worth of the personality of the individual to the 
community and to the institution which he directs. 


It is not generally appreciated that there are 
many men and women administering hospitals in 
this country who have completed a quarter of a 
century or more of service. The institutions 
which they have directed during such long service 
are outstanding hospitals the orderly progress of 
which has contributed in large measure to the de- 
velopment of the modern medical concepts. and 
practices, and with every advancement made pro- 
moted the welfare of the people of their commu- 
nities. A “quarter of a century club,” limited 
to administrators who have been in continuous 
service as administrator of their institution for 
twenty-five years, would be particularly worth 
while. 
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Northwestern Branch of The Grace Hospital 


W. L. BABCOCK, M.D., Trustee and Treasurer 


CHARLES NOBLE, Architect 





New Northwestern Branch of The Grace Hospital, Detroit 


board of trustees of The Grace Hospital, De- 

troit, Michigan, approved a master plan for 
future hospital development. This plan encom- 
passed: 


Fvcssa of ts the World War, in 1919, the 


A nurses’ home at the Miriam Memorial 
Branch of The Grace Hospital 


Additions to two north wings of the original 
hospital building 

An out-patient department to cost $400,000 

A new nurses’ home to cost $600,000 


A Memorial Building of 200 adult beds and 
50 bassinets 


The old nurses’ home remodeled as staff and 
men’s dormitory 


A new branch hospital to replace the Miriam 
Memorial Branch 


By 1926 the first three projects had been car- 
ried out. A campaign for funds for the remainder 
of the program was held in May 1929, and over 
two million dollars subscribed. In 1930 the main 
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Nurses’ Home on Alexandrine Avenue East was 
built adjacent to the original hospital buildings at 
a cost of $600,000. In 1931 the Memorial Building 
of 200 adult beds and 50 bassinets was completed 
at a cost of $785,000. This addition to existing 
buildings provided a total of 500 adult beds and 
50 bassinets. The last item on the list was bud- 
geted at $550,000 with the expectation of erection 
on the site of the original Miriam Memorial 
Branch, which was turned over to the trustees 
in 1914. The intervening depression of 1930-34 
was attended with considerable reduction of hos- 
pital occupancy throughout the city. The trustees 
and administration did not feel they should pro- 
vide additional accommodations until the need be- 
came apparent. Early in 1933 the Miriam Me- 
morial Branch was closed and the west-side clien- 
tele served in the Main Hospital. In 1937, with the 
restoration of industrial activity in Detroit, the 
Board authorized a survey of the city in order to 
determine a suitable location for the Branch Hos- 
pital. The committee charged with this survey 
was unanimous in the selection of the northwest 
section. of the city, and immediately began the 
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assembly of several pieces of property which pro- 
vided a ten-acre site. A study of requirements was 
then made and owing to the fact that the main 
hospital was in a downtown location, a plot plan 
for a general hospital of 560 beds was drawn. 
Charles Noble of Detroit was engaged as architect 
and with the writer visited hospitals in New York, 
Philadelphia, Chicago and other cities in a study 
of the principal hospital buildings. The 1929 cam- 
paign fund balance, with proceeds from the sale 
of the original Miriam Memorial Branch and site, 
and other funds, enabled the trustees in 1938-39 
to plan an initial branch unit of 186 adult beds and 
50 bassinets, for which purpose $1,000,000 was 
allotted. Over a year was spent in study and work 
on the plans and specifications for the initial unit, 
together with boiler plant and laundry. The archi- 
tect opened offices in the main hospital building 
where he could be in constant consultation with 
the director of the hospital and the heads of de- 
partments. The first unit was planned with future 
extension constantly in view, as may be noted in 
the accompanying plot plan. The first sod was 
turned July 31, 1940, by William T. Barbour, 
president of the Board, and the cornerstone was 
laid on October 31, 1940, by the Hon. Truman 
H. Newberry, the only living charter member of 
the Board, who for many years had served as 
president, and had completed fifty-two years as 
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a trustee. The exterior structures were roofed 
in by the last of December 1940. The floor plans, 
which accompany, reveal that the accommoda- 
tions for patients in a building shaped like the 
letter ‘“T” follow most modern tendencies in 
single, double, and small ward accommodations. 
No wards with more than four beds were pro- 
vided, the accommodations being rather evenly 
divided between 2- and 4-bed wards with thirty- 
eight private rooms. Including the sub-basement 
and ground floor, it comprises seven stories with 
a penthouse for interns on the roof. The boiler 
plant and laundry, built several hundred feet from 
the main building, was completed for temporary 
use in January 1940, and is connected with the 
main hospital by an underground tunnel. The two 
hospital floors below the first contain the storage 
rooms, ambulance and goods entrance, dining 
rooms for nurses and employes, kitchens, mainte- 
nance supply, employees’ rest rooms, morgue, ice 
plant, ventilating and other necessary machinery. 

A service wing in the rear, constructed for the 
various professional and departmental services, is 
the chief distinctive feature of the architectural 
plans. No patients other than infants in nurseries 
are domiciled herein. Each floor has a group of 
professional work shops designed for services of 
the adjacent front floors occupied by patients. The 
first floor front is wholly given up to offices, re- 
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ception rooms and guest dining room; the service 
wing containing the residents’ living rooms, li- 
brary, lounge, physicians’ and faculty dining 
rooms. The second floor was designed for obstet- 
rics. Here the service wing provides delivery, pre- 
natal, infant isolation rooms and nurseries with 
related services. The third floor, surgical, has a 
service wing containing the central supply and 
sterilizing rooms with laboratories, pharmacy, 
professional stock rooms, physiotherapy, etc. The 
fourth floor wing, also surgical, has operating 
rooms, surgeons’ lounge and lockers, individual 
sterilizing units and related service rooms. The 
fifth floor, for internal medicine, has a service 
wing with x-ray services and cardiography. Each 





of the four floors occupied by patients has a treat- 
ment and conference room at the entrance of the 
service wing. 


The public opening was held January 28, 1942, 
from 3:00 to 6:30 p. m. Sixty-five hundred people 
visited and inspected the building between 1:00 
and 10:00 p. m. and on Thursday, January 29, the 
first patients were admitted. The board of trustees 
and the executives in charge of the hospital thus 
have witnessed the consummation of a master 
plan after twenty-two years. The future awaits 
the further development of the Northwestern 
Branch and the possible replacement, on that site, 
of the original downtown Grace Hospital. 





American College of Surgeons Announces War Session 


The American College of Surgeons, with the 
cooperation of the United States Army and Navy 
and the United States Office of Civilian Defense, 
will stage a series of meetings during the coming 
month in six different cities which will bring 
within convenient access of physicians, surgeons, 
and hospital personnel in general throughout the 
United States, first hand opportunities for infor- 
mation and consultation with respect to their war 
duties. Surgeon General James C. Magee of the 
Army, Surgeon General Ross T. McIntire of the 
Navy, and Dr. George Baehr, Chief Medical Offi- 
cer of the Office of Civilian Defense, or the rep- 
resentatives they will appoint, will represent their 
respective departments at these meetings. 

The program for each meeting is concentrated 
on medicine and surgery in military service and 
in, civilian defense, and open to the medical and 
hospital profession in participating states. 

Following meetings are arranged for Area I: 

Monday, March 2—Indiana, Kentucky—Louis- 
ville, Brown Hotel. 

Wednesday, March 4—Arkansas, Tennessee— 
Nashville, Andrew Jackson Hotel. 

Friday, March 6—Missouri—St. Louis, Jeffer- 
son Hotel. 

Monday, March 9—Illinois—Chicago, Stevens 
Hotel. 

Wednesday, March 11—Michigan—Detroit, 
Statler Hotel. 

Friday, March 13—Ohio, West Virginia—Co- 
lumbus, Deshler-Wallick Hotel. 


Outline of Program for Hospital 
Representatives 
9:00—10:30 a. m. 
ForUM: CIVILIAN DEFENSE AFFECTING HOSPITALS 


Conducted by Representatives of the United 
States Office of Civilian Defense 
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10:45 a. m.—12:15 p. m. 

JOINT SESSIONS FOR THOSE IN ATTENDANCE AT 
THE MEETING, INCLUDING PHYSICIANS, 
SURGEONS, AND HOSPITAL REPRESENTATIVES 

Addresses by Representatives of the United 
States Army, Navy, and United States 
Office of Civilian Defense: 

The Organization and Functions of the Med- 
ical Department of the United States Army 
The Organization and Functions of the Med- 
ical Department of the United States Navy 
The Doctor and the Hospital in Civilian De- 
fense 
12:30—2:00 p. m. 

LUNCHEON FOR PHYSICIANS, SURGEONS, AND HOs- 
PITAL REPRESENTATIVES, followed by an 
address on the Procurement and Assign- 
ment Service 

2:15—5:00 p. m. 
PANEL DISCUSSION: HOSPITAL PROBLEMS INCI- 
DENT TO THE WAR 
Priorities 
Maintaining Adequate Professional and Non- 
professional Personnel 
Relation of the Procurement and Assignment 
Service to the Hospital 
Organization of the Hospital for Civilian De- 
fense 
Maintaining Standards of Service 
Meeting the Increasing Costs of Hospital 
Service 
6 :00—7:30 p. m. 
DINNER 
7:30—8:00 p. m. 

ACTIVITIES OF THE AMERICAN ,COLLEGE OF SUR- 
GEONS AND THEIR RELATION TO THE DE- 
FENSE PROGRAM 

8:00—10:00 p. m. 

PANEL DISCUSSION: TREATMENT OF BURNS 

PANEL DISCUSSION : PREVENTION AND TREATMENT 

OF SHOCK 











tions, should immediately become conscious 

of the slogan, “Salvage for Victory.” It is 
the national slogan, as the Bureau of Industrial 
Conservation in Washington, D. C. sees it. We, 
in the hospital field, must solve our problem of 
salvage. We must stop wasteful procedures. We 
must save waste: 


| tion, sho no less than all other organiza- 


It has long been a problem of hospital admin- 
istration whether the saving of certain waste ma- 
terials was any advantage whatever to the hos- 
pital. This particular consideration is no longer 
a problem, since the war effort demands that each 
and everyone of us not only save and conserve 
those items which are used daily, but save all 
waste materials so that they may be turned back 
into the channels of production. 


Old Rags and Waste Paper 


It is true that many articles used in hospitals 
are so badly contaminated that destruction is the 
only safe method of disposal, but there are a great 
many scrap materials that can and must be saved. 
All old rags and even some old dressings can be 
saved to good advantage. This means not only ordi- 
nary cotton goods, but also silks, rayons, woolens, 
and any other material of like nature. Waste 
paper is an important item. All magazines should 
be saved. As nearly as possible these magazines 
should be separated according to the type and 
kind of paper used in them. For example, the 
pulp type of magazines and the coated paper mag- 
azines should be kept separately. All newspa- 
pers should be saved; all kraft wrapping paper, 
cardboard boxes, heavy cartons. The latter two 
should be flattened out and tied in bundles. Even 
the waste paper which goes into the office waste- 
baskets can be saved in large cartons or by baling 
if a baler is available. 


Rubber 


All rubber articles, of which there are dozens 
in hospitals, should be saved. In this category, no 
particular sorting would be necessary on the part 
of the hospital. Such items as partly burned 
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catheters, rubber nipples, tubing, torn hot water 
bottles, ice collars and many other similar items. 


Metals 


All metals, both ferrous and non-ferrous, should 
be saved. This would include any unusable items, 
such as a discarded double boiler, an old and 
broken frying pan, or even an old bedstead and 
springs; zinc and lead, such as might be found in 
an old storage battery; old brass door knobs and 
pipe couplings; old copper pipe and tubing, as well 
as discarded copper wire and cable; steel orna- 
mental items which are no longer useful, and 
many other items from your maintenance depart- 
ment. All old elbows and tees and plumbing sup- 
plies, old surgical instruments no longer useful 
or repairable, and in fact any item which is not 
usable or repairable which is made of metal or 
rubber should be saved. 


Tin Cans 


There has been of late much discussion about 
the saving of tin cans. To date we have no ruling 
from Washington about this item. If, however, 
they are saved, it is understood that the saving 
will be primarily for the sheet metal contained 
in the can, rather than the tin, since only 2 per 
cent of a can is tin. 


Miscellaneous Articles 


One other method of salvage too frequently 
forgotten is the sale of such articles as available 
baskets, barrels, steel drums and cartons. It is 
frequently possible to make arrangements with a 
local merchant for the sale of paper board car- 
tons. He uses them for deliveries instead of new 
materials. Glass bottles can well be saved for 
use in the pharmacy department and other places 
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throughout the hospital, where their purpose will 
be strictly utilitarian. They can also be sold to 
certain junk dealers. Wherever possible call one 
junk man for your whole collection. Every de- 
parment in the hospital will have certain types of 
scrap material available which can, should, and 
must be used. 


Perhaps the best method of saving these vari- 
ous items would be setting aside one old room in 
the basement with large boxes prepared and la- 
beled for various items. Obviously, the house- 
keeping department would be the most interested 
in the waste paper, since it is usually their duty 
to make these co.lections. The nursing floors and 
various clinical and out-patient departments, op- 
erating rooms and delivery rooms are those that 
will use many of the rubber items that can be 
saved. Small boxes placed on the nursing floors 
and in these departments could be used to save 
all of these items for perhaps a week or two weeks 
and then taken to the main room in the base- 
ment, where those items can be further sorted 
and placed in the proper boxes. If you have an 
exchange system for such items, it is a simple 
matter for the stores department to salvage all 
of them. 


How to Dispose of Collected Waste 


The question as to how to dispose of all of 
- these various and sundry items has often been 
raised, and many people would like very much to 
be able to present them directly to the Govern- 
ment. This is an admirable desire, but our Gov- 
ernment has no facilities for handling the quan- 
tity of materials that could be so acquired. The 
best and most practical method is to contact the 
local junk dealers or charities when sufficient 
weight has been accumulated to make it worth 
their while. This is understandable, since the 
junk dealer has all the facilities for collecting, 
sorting, grading, packing and shipping. This 
method has a further advantage in that the hos- 
pital will realize a little money from the sale of 
these items, which can be used for the purchase 
of Defense Savings Stamps or Bonds. If the hos- 
pital prefers, they may give, on an equitable basis, 
to all of the various charities in the community 
who make some money through the collection of 
scrap. For the fullest cooperation with these 
various agencies, it is suggested that you do not 
call your scrap dealer or charitable collection 
agency until you have accumulated at least 100 





pounds or more of waste paper or old rags. A 
pile of newspapers five feet high will weigh about 
100 pounds. In the case of metals, one should 
accumulate over 500 pounds or more to make it 
profitable to the collector. Likewise, a reasonable 
amount of rubber should be collected before call- 
ing any collection agency. 


On all sides we have heard of the mismanage- 
ment of the National collection effort for alumi- 
num. We have heard that mills have had to shut 
down temporarily for lack of scrap materials 
needed for the production of more steel. Most 
of these criticisms were leveled at our Govern- 
ment before Pearl Harbor. Since then conditions 
have changed. We have real effort back of the 
“Salvage for Victory” program. Any skeptics 
may be well assured that if the scrap problem is 
handled in accordance with the wishes of those 
charged with this responsibility in Washington, 
then all scrap materials will find their way to the 
production lines and out in the shape of planes, 
guns, ships, tanks and so on. 


Responsibility for Collecting Waste 


The first step in a “Salvage for Victory” pro- 
gram is to centralize all responsibility for these 
activities. If this is not done, then everybody’s 
business becomes nobody’s business and nothing 
gets done. Therefore, in setting up a “Salvage 
for Victory” program in a hospital, there should 
be, for greatest efficiency, one responsible indi- 
vidual whose business it will be to conduct the 
whole program. To him will fall the responsi- 
bility for making all employees conscious of the 
salvage plan. He should use every means at his 
disposal to educate all employees. He should have 
a committee composed of one responsible person 
from each department, and these individuals in 
turn will be responsible for the program in their 
own departments under the guidance, of course, of 
the chief. All of these individuals should be com- 
pletely aware of the need of the “Salvage for Vic- 
tory” program and should instruct their em- 
ployees in such a way that the plan is a continu- 
ously living thing rather than an issue of the 
moment. This plan must live and be a part of the 
daily life of the hospital. It should not run hot 
and then cold. 


Let us really bear down hard on this problem. 
Let it not be said that the hospitals do not “Re- 
member Pearl Harbor.” 
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Imminent Needs for Hospital Personnel 


G. ST. J. PERROTT and HAROLD F. DORN. 


pitals at the present time need nearly 20,000 

professional and technical persons to fill cur- 
rent vacancies and have under way or are plan- 
ning additions to present facilities which will re- 
quire an additional 20,000 trained persons. Many 
hospitals also report an increasing difficulty in 
maintaining the medical staff as well as the serv- 
ice and maintenance staff such as maids, kitchen 
help, and janitors. This shortage of personnel 
is, to a certain extent, the result of an increased 
demand for hospital services in areas where the 
population has increased rapidly because of the 
expansion of war activities but more especially 
it results from the loss of former employees many 
of whom have been inducted into the armed 
forces, or have been taken by governmental, civil- 
ian, or military agencies needing hospital person- 
nel while others have left because higher wages 
could be obtained from employment in various war 
industries. 


Pitas and nonfederal governmental hos- 


These figures are based on a summary of re- 
ports from individual hospitals obtained by means 
of a survey of current and impending needs for 
hospital personnel conducted by the United States 
Public Health Service and the American Hospital 
Association. This survey was initiated in De- 
cember 1941 in response to an increasing number 
of reports concerning the shortage of hospital 
personnel, and was conducted by means of a ques- 
tionnaire mailed to each registered hospital in the 
United States. 


Summary of Reports from 3181 Private and 
Nonfederal Governmental Hospitals 


In Table 1 is presented a summary of the re- 
ports from 3181 private and nonfederal govern- 
mental hospitals. Reports which were too incom- 
plete or inaccurate to be used were received from 
143 additional hospitals; these are not included 
in the data shown in Table 1. The hospitals whose 
reports were used represent 53 per cent of regis- 
tered private and nonfederal governmental hos- 
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pitals and have 57 per cent of the total number 
of beds in such hospitals. 


The 3181 hospitals employ 193,612 nonmedical 
professional and technical persons, have present 
vacancies for 11,070 such persons and need 12,022 
additional persons to fill positions which will be 
created by the expansion of present facilities. The 
current and impending vacancies are equivalent to 
an increase of 12 per cent in the present staff. 


As might be expected, persons giving nursing 
care are in greatest demand. Forty-five per cent 
of the total persons needed are graduate nurses, 
21 per cent are student nurses, while 25 per cent 
are orderlies, practical nurses, trained attendants 
and other persons giving nursing care, a total of 
91 per cent. The remaining 9 per cent of the per- 
sons needed are fairly evenly distributed among 
the other types of technical jobs. 


Approximate Requirements for Nonmedical 
Professional and Technical Personnel 


An idea of the approximate total requirements 
for nonmedical professional and technical person- 
nel in all private and nonfederal governmental 
hospitals may be obtained from Table 2. The 
estimates in this Table are based on the assump- 
tion that the needs of the hospitals which failed 
to report are the same in relation to the number 
of available beds as the needs of the hospitals 
which did report. This may possibly somewhat 
overstate the total need since the reporting hos- 
pitals were slightly larger than the average; 
moreover, hospitals with the greatest need for 
personnel may have been more willing to report 
than hospitals with few or no vacancies. How- 
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Table 1 


NUMBER OF DIFFERENT TYPES OF PROFESSIONAL AND TECHNICAL PERSONS NEEDED BY 
3,181 PRIVATE AND NONFEDERAL GOVERNMENTAL HOSPITALS 





—Additional number needed— 














To fillvacant To fill positions Percentage Percentage 
positions for which will be total needs distribution 
Present which funds created by expan- are of of total 
number are sion of present present needs by 

Type of personnel employees T otal available . facilities personnel type 
VAUUMEE TESS? ie ie oc cs dees caeeee® 66,181 10,427 5,665 4,762 15.8 45.2 
RII “HUIPRE) 056. 6.6. 0.076 10 tree ce «esses 52,420 4,849 1,949 2,900 9.3 21.0 
Other persons giving nursing care.. 55,828 5,868 2,657 3,211 10.5 25.4 
INUTAE-“ANCBUNOHIOG o.00cccccccsececes 2,181 285 146 139 13.1 1.2 
MIT RINME Goce cierorsiorcls ne with 8 vleack shames 3,155 324 120 204 10.3 1.4 
M-ray technician .......ccseseseses 3,299 249 104 145 7.5 1.1 
Other laboratory technicians........ 4,706 408 174 234 8.7 1.8 
Mlental HVGICHISU 2. ccccscewcees 300 34 19 15 11.3 0.1 
Occupational therapist ............. 959 140 62 78 14.6 0.6 
Physical therapy technician......... 1,302 170 60 110 13.1 0.7 
Medical social worker............... 1,377 153 51 102 11.1 0.7 
Medical record librarian............ 1,904 185 63 122 9.7 0.8 

PERL Fxa a, saratsiel Bale Wo oe) o1e oi acalaiealdletws 193,612 23,092 11,070 12,022 11.9 100.0 
ever, available information indicates that these 
possibilities probably do not seriotsly impair the Table 2 


validity of the estimates in Table 2. 


The bare figures of the number of persons 
needed do not fully reveal the difficulties with 
which many hospitals are confronted. In the 
words of one hospital superintendent, 


“The double pull of defense industries, 
which have attracted and are attracting 
many workers in hospitals .. ., and of the 
calls for additional personnel by the govern- 
mental services engaged in hospital and pub- 
lic health work, have created very serious 
problems for this and other hospitals. In 
filling certain positions we are compelled to 
accept less satisfactory and efficient persons 
than heretofore were employed; each replace- 
ment proves more difficult to make than the 
preceding one, in most cases due to lack of 
applicants rather than to financial consider- 
ations.” 


Another hospital administrator reports that, 


“The major personnel problem of this hos- 
pital is to keep up to full strength our staff 
of graduate nurses for floor duty, and of such 
semi-skilled groups as orderlies and kitchen 
help. Men in the latter two categories find 
much greater inducements in industry in the 
form of greatly increased wages and shorter 


ESTIMATED NUMBER OF PROFESSIONAL AND TECHNICAL 
PERSONS NEEDED BY PRIVATE AND NONFEDERAL 
GOVERNMENTAL HOSPITALS 





—wNumber of persons —— 
0 








fill 
positions 
To fill which will 
vacant be created 
positions by expan- 
for which sion of 
funds are present 
Type of personnel Total available facilities 
Graduate nurse ......... 17,722 9,684 8,038 
Student nurse ........... 8,129 3,273 4,856 
Other persons giving nurs- 

WG. CORO a. 065.5 0:6 ae ensie = 0,116 4,610 5,506 
Nurse-anesthetist ........ 479 246 233 
DCI ANS 5 56a teow nes 550 204 346 
X-ray technician ........ 422 178 244 
Other laboratory technicians 691 297 394 
Dental hygienist ......... 59 33 26 
Occupational therapist ... 247 110 137 
Physical therapy technician 292 103 189 
Medical social worker..... 267 90 177 
Medical record librarian. . 311 105 206 

WRN ee co ciscdadwssewres 39,285 18,933 20,352 





care such as orderlies, practical nurses, and 





hours.” 


The solution for the major part of the present 


shortage of hospital personnel would seem to 


be 


an expansion of the present program for training 
nurses combined with measures to relieve the 
shortage of semi-trained persons giving nursing 


March, 1942 


trained Attendants. These measures may include 
replacing men by women whenever possible, the 
use of men outside the age limits of active mili- 
tary service and the payment of higher wages. 
Such measures undoubtedly would increase the 
difficulties of administering a hospital but need 
not seriously impair its essential services. 
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Central Supply Room and Cost of Installation 


LEWIS L. REESE, M.D. 


in any modern hospital. Many of the insti- 

tutions built recently included central supply 
rooms in their original plans and located them 
advantageously in their buildings. Those plan- 
ning to build or remodel in the future should 
consider its installation. Institutions not using 
the central service system should, at least, con- 
sider its advantages and disadvantages and should 
also consider remodeling in order to institute a 
central supply room and the central service sys- 
tem. 


Te central supply room is an essential unit 


The central supply room is a unit in which sup- 
plies, materials, and equipment necessary for the 
routine care of the sick are kept on hand, cared 
for, cleaned and sterilized, packaged, and issued 
upon requisition to the various other units in the 
hospital. The rendering of this service is called 
the central service system. 


One central supply room adequate in size, sup- 
plies, and equipment, is more advantageous and 
less expensive to operate, and will render more 
efficient and dependable service with less labor 
than a combination of several scattered so-called 
central supply rooms, sterilizing rooms, linen 
rooms or autoclaving rooms. 


The central supply room should, as its name 
indicates, be located centrally. It should be lo- 
cated equidistant to the various wards in the 
building. Also, it should be fairly adjacent to the 
surgical and obstetrical units, or have a mechani- 
cal delivery system servicing those units. 


Enlightening articles have appeared in. the hos-. 


pital journals and in various books on the relative 
advantages and disadvantages of the central sup- 
ply room and the central service system. The 
reader has access to those publications if inter- 
ested in the discussion of those points. It is not 
the purpose of this article to discuss those advan- 
tages, and in lieu of any discussion, we shall 
merely list some of them. 


Advantages 
Centralization of supplies and equipment is 
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conducive to better control of those supplies and 
consequently less lossage and breakage. 


Standardization is permitted in 
Type of equipment 
Packaging 
Marking 
Ordering by name 


Time is saved by 
Equipment and supplies being handled 
by trained and skillful workers 
Requisitions being filled and supplies de- 
livered at regular periods 
Less time being consumed in obtaining 
equipment 


More shelf and storage space on wards is al- 
lowed. 


Needs of various wards and services are easier 
to estimate. 


Easier and more rapid check on. all available 
equipment for perpetual inventory is permitted. 


Proper care and proper sterilization of all 
equipment and supplies by trained personnel are 
assured. 


Unnecessary duplication of supplies and “sets” 
is lessened. 


Lay subsidiary workers can be better trained 
and supervised in. the central supply room than 
on the various individual wards. 


Necessary equipment is available and ready for 
use at all times. 


Breakage and shortage losses are controlled. 
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Floor Plan of the Central Supply Room 
of the University Hospital 


#3, Autoclave Room 

26. Fiuid Sterilizer, fluids only. 
27 General Sterilizer 

28 ° 


#1. Solution Room 

19. Sink & Drain Board 
Empty Bottle Storage. 2. Gas Machine 

21. Fenwal System 3. Cabinet 

22. Triple Still. ee 

23 Fluid Carrier, movable. 5 Bandage Cutting Table. 

24 Work Bench 6 Supply Cabinet 

25 Compound Cabinet 

x. Chairs. 


#2. Central Supply Room 
1. OB. Bag Cabinets. 


29. 
30 Rubber Goods Sterilizer 


Instrument checking &issu 
17. Cotten Ball é Folding Table 
18 Pipe Shaft 


@ table 











Indiscriminate use of supplies is controlled 
through requisition system. 


Better instruction to student nurses in the use 
and care of supplies and equipment is afforded. 


More time is allowed for ward nurses to devote 
to patient care. (Saves the time required for 
them to clean, check and package supplies. ) 


Disadvantages 


Over-centralization results in too much time 
being wasted in going to and from the wards to 
the central supply room to obtain supplies. The 
time thus consumed could be more advantageously 
utilized in the wards. 


Unless regulated, the central service system can 
be “overdone.” 


Graduate nurses assigned to supervise central 
supply rooms are removed from ward service. 


Floor space is taken up which might be utilized 
for patients’ beds or for other subsidiary units. 


Size and Scope of Service 


The size of the central supply room and the 
extent of the services rendered therefrom depends 
naturally upon the type and size of the hospital 
thus serviced and the amount of activity in the 
various units of the institution. Likewise, the 
amount of stock supplies and equipment contained 
therein will vary accordingly. The accompanying 
diagram of our central supply room indicates the 
size of a central supply room adequate to service 
a 500-bed institution. 


In addition to the central supply room proper, 
it is recommended that a solution room for the 
hospital manufacture of intravenous solutions be 
incorporated adjacent to, connected to, or in the 
central supply room. This room should be dust- 
free, and as clean and sterile as possible. The 
bacteriological department of the clinical labora- 
tory should keep constant check on the sterility 
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of all solutions and apparatus used in the process 
of manufacturing and in the use of the solutions. 


The hospital blood bank should be located in 
the central supply room. The blood should be 
drawn elsewhere and delivered to the “bank” 
after negative serological tests have been ob- 
tained. 


Practically. all autoclaving should be done in 
the central supply room by trained personnel. If 
possible, a central linen room should be operated 
in conjunction with the central supply room. It 
will be found advantageous to have seamstresses 
therein for the daily repair of hospital linen. 


Several institutions have also incorporated their 
pharmacies into the central supply rooms. This 
has its advantages if space is available. 


If your institution is large enough, the central 
supply room should be open 24 hours a day, and 
it ought to be under the supervision of a graduate 
nurse at all times. At least the central supply 
room should be open from 7:00 a. m. to 12:00 
midnight. Emergency drugs and supplies should 
be kept on every unit and ward. 


Functions of a Central Supply Room 
Preparation of Solutions 


Intravenous Solutions (Stock) 
5% glucose in distilled water 
5% glucose in normal saline 

20% glucose in distilled water 
50% glucose in distilled water 
2% potassium citrate 


Other Solutions (Stock) 
Novocaine solution (42%, 1%, and 2%) 
Triple distilled water 
10% saline 
Thiamine chloride solution 


Special Solutions Upon Approved Requisitions 
3% saline 
5% sodium bicarbonate 
All others 


Care of Equipment 
Apparatus— 
Disassemble equipment once a week 
Wash in soap and water once; wash in tap water 
three times; wash in triple distilled water twice 
Autoclave parts fifteen minutes 
Flasks— 
Wash in soap and water once; wash in tap water 
three times; wash in triple. distilled water twice 
Autoclave flasks fifteen minutes 


Sterilization of Supplies 


Operating Room Supplies 
Surgical drums containing compresses, towels, gowns 
Abdominal packs 
Linen 
Basins (scrub sets, instrument pans, etc.) 
Instruments 








Brushes 
Gloves 
Special packages, for example, silver foil, cottonoid 


Supplies for Department of Experimental Surgery 
Instruments, packs, gloves, etc. (as above) 


Obstetrical Department Supplies 
Surgical Drums containing— 
Compresses 
Cotton balls 
Gowns 
Packs 
Perineal pads 
Gloves 
Brushes 
Obstetrical packs 
Green soap 
Olive oil 
Basins 
Linen (wrapped) 
Enamel dressing jars containing— 
Cotton balls 
Applicators 
Compresses 


Nurseries 

Newborn— 
All linen 
Blankets 
Mattresses 
Bottles, nipples 
Green soap 
Olive oil 
Basins containing medical glasses 
Gavage tubes and funnels 
Asepto syringes 


Out-patient Department 


Drums (small dressing) 
Drums, large with towels and compresses 
Syringes, needles, instruments 


Cystoscopic Department 
Drums with drapes, towels, gowns 
Instruments 
Gloves 
Catheters and guides 
Large glass of water 


Ward Supplies 
Drums, containing gauze squares 
Dressings, i.e., vaseline, xeroform, scarlet red gauze 
(cut, placed in trays for sterilization) 
Containers with: 
Cotton balls 
Applicators 
Tongue depressors 
Containers with medicine glasses (for dressing car- 


riages) 

Containers with Penrose drains (for dressing car- 
riages) 

Packages of large abdominal dressings (six per 
package) 


Head rolls (5 yards long for neuro-surgery) 
Gauze squares (six per package) 

Perineal pads (six per package) 

Towels (two per package) 

Gloves 


Laboratory Supplies 
Needles 
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Preparation of Supplies 


Gloves, washed, powdered, wrapped 

Applicators made: 
Tooth pick 
Regulation 
Large (fluff—used for gynecological clinic) 

Eye pads (gauze with cotton filling and protected 
with brown paper) 

Vaginal packs (one yard long) 

Gauze fillers for gloves 

Abdominal pads (these are purchased and cut into 
8x10 inch sizes for use in the hospital—not sterile) 

Soft cotton pads (these are purchased and are cut 
in two—twice the size of abdominal pad) 

Gauze bandage cut into required sizes 

Muslin bandages cut into required sizes (bought as 
muslin sheeting and rolled before cutting) 

Head-roll bandages cut into five yard lengths and 
rolled 

Towels, folded and wrapped 

Large abdominal dressings folded, wrapped, ster- 
ilized 


Dispensing of Sterile Supplies 


Dispensing of Non-Sterile Supplies 


Narcotics 
Rubber goods— 
Hot water bottles 
Rubber rings 
Ice caps 
Lavage tubes 
Oxygen masks (for use on floors) 
Catheters (all types) 
Oxygen tank equipment (tents, gauges, wrenches, 
etc.) 
Wangensteen suction apparatus 
Carbon dioxide and oxygen tanks 
Oxygen tanks (large and small) 
Extension cords 
Light bulbs for light cradles 
General-Collins Emergency Lung 
Suction machine 


Sets Assembled to Autoclave 


Intravenous fluid sets—for intravenous administra- 
tion of glucose and saline to patients 
Fenwal 
Cylinder 
Intravenous blood sets—for intravenous administra- 
tion of blood to patients 
Fenwal 
Cylinder 
Infusion sets—for intravenous administration of 
normal saline to patients 
Fenwal 
Cylinder 
Blood donor 
Fenwal 
Radium implantation sets— 
Needle holder 
Sutures and needles 
Luer syringes 
2 towels 
Paracentesis sets— 
5 c.c. syringe 
2 towels 
1 needle 26x% 
1 needle 24x% 
4 compresses 
Rubber tubing with needle adaptor 
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3 test tubes with cork stoppers (marked 1, 2, 
and 3) 
Medicine glass 
Trocar and canula (sterilized on division) 
Thoracentesis set—same as paracentesis set except 
that it includes a 20 c.c. syringe and 2 additional 
needles (18x1% and 15x2) 
Spinal puncture sets— 
3 towels 
Medicine glass 
5 cc. syringe 
8 test tubes with cork stoppers (marked 1, 2, 
and 3) 
2 applicator sticks 
1 spinal needle 20x3 
1 spinal needle 22x3 
2 hypodermic needles (26 and 24) 
Spinal barometer set 
Tracheotomy set 
Venesection set 
Alcohol injection set (for neuro-surgery) 
Infant transfusion set 
Venous pressure set 
Bladder irrigation set 
Throat irrigation set 


Miscellaneous 


Obstetrical bags for home delivery service—clean 
and autoclave supplies, pack and check bags 

Needles—clean, sharpen, sterilize 

Gloves—test and patch 

Otoscopes, ophthalmoscopes, tuning forks, percus- 
sion hammers—checked out as needed to medical 
students and house staff ‘ 

Morgue box—checked and equipped, morgue sheet, 
3 soft cotton pads, 2 cellulose pads, safety pins, 
soap, wash cloth, comb, applicators, cotton, band- 
age, 3 tags 

Inhalators—dispensed to divisions as required 

Records of fluids—kept on individual patient 

Linen—counted when sent to and received from 
laundry 

The Blood Bank—issuance of blood—keeping of 
records 


Regulations Used Regarding Autoclave 
Sterilization 


The following tables are posted in our central 
supply rooms adjacent to the battery of auto- 
claves. The personnel operating the autoclaves 
must rigidly adhere to these tables and regula- 
tions. We are thus insured of continual proper 
sterilization of these supplies. 


Instructions for the Operation of Autoclaves 
To start autoclave, load chamber and secure 
door. 


To creat vacuum on load, open vacuum valve, 
Open steam valve. Let valves remain. thus until 
10 inches vacuum is recorded on gauge chart. 


To sterilize with pressure, close vacuum valve 
only. Let steam valve remain open. 


To stop autoclave after period of sterilizing, 
open vacuum valve. Let steam valve remain open 
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until recording chart records 10 inches vacuum. 
Maintain required vacuum 10 minutes. Then— 
close steam valve, close vacuum valve, open 
vacuum breaker valve. When recording chart 
records “zero” unlock door, open .door very 
slightly, let sterilizer remain thus for 5 minutes. 


Open door and unload. x 


Time and Pressure Requirements for Sterilization 
Autoclave With Vacuum (20 Pounds Pressure) 


Minutes 
Pamiem GAM oss csc si ivtcdarn esse wnscdawedaas 30 
Drums from Surgery and Obstetrics............ 60 
PRG ooo ia os Succes eines wancnc- 60 
Central Supply Room Drums.................. 45 
Wrapped: Eimen-and Pane. «20.5606 ce ccscaccees 30 
REIONIIQINEI Go aa555 Save aa ticle ¢ oath he ewig hw ele aes 20 
SSNTTIMI SION © 6 eos rues Sa slnn bans eet e ween 20 
SIRE WEIR iron cis-cc:o dois Waele seuaae sc ds saeuens 20 
Sets for Experimental Surgery................. 60 
PEGHMENAUMI ENS S65 0 o0 hab unc dweetasareraes 45 
INGEUIO Sct gile wade caalc etna cutweeeanoeews eeu. 30 
Intravenous Set with Murphy Drip............. 20 
SCSI ICN ois a rs Cac ew wea eee cela tks 20 
BS Oe eee Oe eee Pen ere TEE aa 20 
Dig ee ee ee Or 20 
Iitvavenous Blood Sete. . 6. 2 oe 0c bcccedccue’s 20 
RRC RTI URNS 6 ors Sidhe Saar wiwre nda giete ee a wines 30 
Sreresicd Preset tance Metre =o 6 is, as ore da nie cee Se wales 45 
SOMNGOR eae cata ata hs oon kaise cuatma ed ewe w wer 45 
PIGUIIACRIORIS OOM ds a5 os win Sa cceiwciamalne on lKeeals 30 
FIGERCONAOMI IOEI Se cose oie no nese oa de dawe weve 30 
WPAEUOCMRORUE OS oono' oS cate ns nd cacdialnnvdwees 30 
WenGMOntign BONG q << oes ese Sxci kde cn deawsnd 30 
TERROCHOGLERAO OUI s She o-c's/2 jo cele nx sw acledle tuwatews 30 
Queckenstedt Spinal Fluid Sets................. 20 
Cotton Balls, Cans, Applicators, Tongue Blades.. 45 
Towels and Osteo Compresses................5- 45 
Sitter POU oe vic cc ccc cwaee weed ecenwtawneuce es 30 
ONES ooo eric hate vials cap nica Mal cee eee ee 45 
CONAUCRWIOCA TAMER 5 «6 ooo o6c eed kcdwauc ie eeennes 40 


Autoclave Without Vacuum (15 Pounds Pressure) 


Minutes 
SOT 6 oie os 5 as Secs ecaenaeedcedeeunatennaw 15 
TRC GOON | Se 32 5 ine 9h la ga x Sao are 15 
PWNOMAEN MUNNMN coco 6S aare ded cawnex moe esowamacen 15 
COIN EEGs o's oe hic ih ainda date sedan aearaenae 15 
ICCC 26 os ss os ese desea wee eae 10 
MIE oar la oo he ww aa a ea eee 10 
RGMINEEE CIRUNEY ows oi a-a 2 Sa ein'w'g 6 paw eeoeaa ew naveles 10 
Peebeaeti GOON 5d 5 a eee oe eee eee 15 
IIMS rate aics cc em aanetlaanne ence en eek 15 
Ciwe Ch IIE. so sick en bbe ek ce eee enaees 15 
NGWOCRING aoe sot oes oe es nace we man ede ae 15 
Sipe WONG Sa. Ss ue ec ae euler tomee ad etea 15 
ROE NONIRO Sod aloe dine sae teidacat ees 15 


Cost of Remodeling 
Originally we had a small “supply room” lo- 


‘cated between a treatment room and a three-bed 


unit. We also had a so-called “surgical supply 
room” with two autoclaves located in the base- 
ment. Autoclaving was also performed in the 
surgical unit and in the obstetrical unit. Supplies 
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Central supply room at University Hospitals, Oklahoma 
City, Oklahoma, showing location and accessibility of 
sterilizing battery 


were kept in and sterilized in four places by four 
sets of workers. The duplication of supplies and 
labor was obvious. 


In remodeling, we incorporated the two rooms 
adjacent to the old supply room and remodeled 
the suite as depicted in the accompanying floor 
plan, which we have found to be quite adequate. 
Five autoclaves originally in four locations were 
transferred to the new central supply room and 
were re-installed at one end of the room in a con- 
cealed battery. 


It must be noted here that all of the remodeling 
except the setting of the glazed tile was done by 
the hospital maintenance department. 


The Autoclave Room 


The concealing room for the battery of auto- 
claves was constructed by the erection of a parti- 
tion made of 114”x3 1/16” channel iron covered 
by metal lathe which was then plastered and 
fronted with glazed white tile. The five auto- 
claves were mounted on an angle iron frame and 
arranged in a battery. A corridor door opens 
into the autoclave room which affords the me- 
chanics easy access for the daily checking of the 
autoclaves. Individual, automatic, time pressure 
and temperature recorders were installed just 
above each autoclave. A high pressure steam 
line carrying 45 pounds presure or more is essen- 
tial. Each autoclave is numbered and used for 
certain supplies routinely. 


The Central Supply Room Proper 


Adequate working space with sufficient “work 
tables” and cabinet space for the storage of sup- 
plies are the primary essentials of any central 
supply room. Properly placed sinks must be pro- 
vided. Water suction and distilled water must be 
available for rinsing. Fine dust-proof steel stor- 
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age and supply cabinets can be purchased in open 
or recessed styles. Automatic, electrically heated 
cabinets for solutions, blankets, etc., can also be 
obtained. Our carpenters constructed “built-in” 
wooden storage cabinets as an economy measure. 
Proper fluorescent lighting and suitable paint 
color schemes are, of course, recommended. An 
accurate record system is essential for the contro! 
of supplies. 


The Solution Room 


The solution room must be as clean and dust- 
free as possible. Intravenous solutions are easily 
contaminated by wind borne pyrogens. The per- 
centage of reactions occurring is the index of 
cleanliness and sterility in the manufacture of 
intravenous fluids. Proper techniques in the 
cleaning, rinsing, and sterilizing of flasks and 
tubing sets must also be instituted. 


We mounted a triple still on the wall to the 
right of the solution mixing apparatus as shown 
in the accompanying photograph. To the left of 
the mixing apparatus is the washing and rinsing 
sink. We modified the original mixing apparatus 
because we found that twelve gallons of distilled 
water were not sufficient to prepare the required 
number of flasks of solutions needed daily, and 
also to provide sufficient distilled water for the 
rinsing of the tubing, etc. So we suspended two 
12 gallon bottles. The distilled water flows into 
the first bottle and when this bottle is full, the 
water flows into the second bottle by gravity 
siphonage. The still can operate all night and 
every morning 24 gallons of distilled water are 
available. The water in the first bottle is used 
for making the solutions and the distilled water 
in the second bottle is ready for use in rinsing 
the tubing, etc. This water is tubed and piped 
from the second bottle to the washing and rinsing 
sink to the left of the mixing apparatus. 


Central supply room at University Hospitals, Oklahoma 
City, Oklahoma. Door at rear of room opens into solu- 
tion making room 
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We have found this arrangement to be practical 
and very satisfactory. Time has been saved in 
the manufacture of solutions and the cleaning of 
the apparatus by assuring the proper supply of 
distilled water at all times, and by having the 
apparatus practically arranged. In addition, our 
percentage of reactions is extremely low. 


Analysis 


LABOR AND MATERIAL COST FOR REMODELING A 
CENTRAL SUPPLY ROOM 


Labor Hours 
Semi- 
Skilled Skilled Common Material 
(hours) (hours) (hours) Cost 
Plumber 228 40 $144.35 
Plasterer ere 24 8.00 
Painter ae oe 15.00 
Carpenter fai8 Pm 4.50 
Electrician are Si 134.20 
Sheet metal shop ae as 6.00 
Tile wall (contract).....  .. hes = 150.00 
1 yd. ready mixed con- 
on sete 5.25 
Red tile raised floor..... .. nae 4.50 
Metal lathe and channel 
11.50 
2.50 


$485.80 
Skilled labor, 354 hours @ $1.25 


Semi-skilled, 228 hours @ 
Common labor, 77 hours @ 


$442.50 


$622.53 


Regular Maintenance employees on monthly salary. 


Above cost includes man hours, material, removing two 
partitions and closets, building new wall, refinishing pilas- 
ters, roughing in and installing plumbing for new instru- 
ment sterilizing tank, two sinks, in large room. Raising 
floor behind new partition, roughing in and installing five 
sterilizers. All labor furnished by maintenance depart- 
ment except tile contract and plaster. 


Cost OF REMODELING SOLUTION ROOM 


—Labor Hours— 

Semi- 

Skilled Skilled 
(hours) (hours) Cost 
Plumber and heating 32 $80.00 
Vent fan ia 17.50 
Electrician es 27.50 
Painter Pe 9.85 
Carpenter “2 12.00 
Plasterer 10 3.00 
Moving and connecting still... 4 5.00 
Fenwal table 12 30.00 


60 $183.85 


Skilled labor 100 hours @ $1.25 
Semi-skilled labor 60 hours @ 


...-$125.00 
6477.... 38.86 


$163.86 
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SUMMARY OF LABOR AND MATERIAL COST OF REMODELING 
FOR A CENTRAL SUPPLY ROOM 


Labor 
Central Supply Room— Totals 
Skilled labor 

354 hours @ $1.25 

Semi-skilled labor 

228 hours @ 
Common labor 

77 hours @ 


per hour... .$442.50 


.6477 per hour.... 147.07 


.4281 per hour.... 32.96 
$622.53 
Solution Room— 
Skilled labor 
100 hours @ $1.25 
Semi-skilled labor 
60 hours @ 


per hour... .$125.00 


.6477 per hour.... 38.86 
163.86 


PURI A CORE aoa e.c caine ewes we geneeoeee $786.39 


Materials 


PRE OU icra Se dai a ora WS Sean Da aaa $150.00 
Central Supply Room materials 485.80 
Solution Room materials 


Total material cost 


Total cost of remodeling 


Summary 


The advantages of a central supply room and 
the central service system will outweigh the dis- 
advantages. 


In addition to the central supply room proper, 
a solution room, central linen room, and the phar- 
macy can be incorporated advantageously, if 
space is available. 


The central service system will save money on 
supplies and will also save labor dollars in the 
control of and in the preparation of those supplies 
for patient use. 


The proper sterilization of supplies will be more 
assured. 


Intravenous fluids can be manufactured at less 
cost than the commercial brands and a wider 
range of percentage strengths is available. 


Many functions can be performed in the central 
supply room that otherwise would be done on 
the wards by nurses, thus taking that much time 
away from patient service. 


It cost our institutions approximately $1,600 to 
remodel for our central supply room, which has 
proved to be adequate in size for these 500-bed 
hospitals. 
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The Hospital and National Defense 


NATHAN SMITH, M.D. 


are fully aware of the seriousness 
W:: the present situation and realize that 
the whole medical profession is auto- 
matically involved in the national defense pro- 
gram. Every hospital in the country is studying 
the situation, trying to anticipate the demands 
and preparing tentative plans for meeting the 
emergency. 


There are many questions that come up at this 
time and I shall try to discuss some of them. For 
example: 


How may the medical school aid the hos- 
pital? 


What can the visiting staff do to help? 


How should the hospital economize in the 
use of supplies and equipment? 


How should the hospital meet the problem 
of the shortage of nurses and other em- 
ployees? 


’ How should the hospital meet the problem 
of the shortage of interns? 


To what extent is it safe or advisable to 
delegate some of the intern’s duties to other 
professional and nonprofessional groups? 


What type of one year schedule is best 
fitted for the hospital and the intern and 
what is to be done with the intern who has 
not completed his internship and is in the 
draft age? 


The Medical School 


Let us consider first how the medical school 
may aid the hospital. 


The hospital accepting the responsibility for 
training the intern cannot hope to do as well in 
the one year period which is now permitted by 
the selective service rules as it could in a two 
year period. ‘Therefore more extensive use of 
clinical clerkship by the third and fourth year 
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medical students is advocated. During this period 
the student may write a history and make a 
physical examination on patients in the wards and 
make rounds with the visiting staff. This serves 
to correlate the practical side of medicine with the 
didactic teaching. In support of this contention 
let me quote from the “Final Report of the Com- 
mission on Medical Education,” from the Office of 
the Director of Study, Dr. Willard C. Rappleye: 


“It may be practical to telescope to some 
extent the fourth year of the medical course 
and the hospital period of training in at least 
some places, which would develop a combined 
clinical clerkship and internship scheme. In 
such a plan the internship would be closely 
articulated with the several major clinical 
divisions of the regular medical course, par- 
ticularly medicine, pediatrics, obstetrics, and 
the diagnostic features of general surgery.” 


The Visiting Staff 


The visiting staff could help the hospital greatly 
in this respect by adhering to its fundamental 
duties, the actual treating of the sick and the 
teaching of the intern. The point that should be 
stressed is that nothing must interfere with the 
welfare of the patient. A definite program of ward 
rounds, clinical and pathological conferences, and 
lectures at which the interns receive instruction 
is essential. The rounds could be held either early 
in the morning or late in the afternoon and must 
be at a definite prearanged time. Ward rounds 
by the visiting staff at irregular intervals through 
the day not only interfere with the interns’ and 
nurses’ work but take away precious time that 
could be utilized for the care of the patient. 


With the present day problem of keeping our 
institutions adequately staffed in case of catas- 
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trophe, it becomes a very definite function of the 
visiting staff to be on call day and night in case 
of need. If there are no interns on his service the 
visiting doctor may have to dictate a history and 
make a physical examination himself. It may be 
necessary to assign some of the clinic physicians 
or assistant attendants in the hospital to be on 
call on alternate days. 


It is our duty to our country and the profession 
we represent to see that our patients are cared for 
adequately at the lowest possible cost. It is there- 
fore important that the visiting and other mem- 
bers of the hospital staff cooperate to the fullest 
extent by being careful and economical in the use 
of supplies and equipment. They can no longer 
order certain items when the supply is exhausted. 
Therefore, waste should be eliminated. 


There are many ways in which the hospital can 
save money in the various divisions without dimi- 
nution of service and comfort to the patient. 
To list all of these that may aid in the program 
would make the paper too long, but for the pur- 
pose of example I shall cover a few. 


Conservation of Supplies in the Pharmacy 


By giving small amounts of medication in the 
wards we help the nurse to keep an accurate check 
on her supplies and needs at all times. If pre- 
viously the wards received a pint of Brown’s Mix- 
ture they should now be allowed four ounces. 
Similarly in the case of ampoules, which are 
rather expensive, no more than six are given to a 
ward. If more are required a list of patients with 
their exact needs for a 24 hour period is requested. 


In the case of extremely expensive items, such 
as sulpho-diazene, adrenal cortex and others the 
attending physician or his representative should 
make his request directly to the superintendent. 


Not more than twenty tablets of narcotics are 
given to a ward. These will not be replenished 
until an accurate record of their use has been 
presented. 


Skiodan which is rather expensive medication 
was formerly used in the 40 per cent solution. A 
conference which included the superintendents, 
pharmacist, and urologist resulted in reducing the 
strength to 20 per cent, thereby effecting a saving 
of one-half the cost without harm to the patient. 


Many times a doctor will order expensive medi- 
cations for which we have therapeutic substitutes. 
It is our duty then to prevail upon him to change 
to the less expensive product. Proprietory barbi- 
turates, for example, cost from twenty to fifty 
times more than the equivalent of the U.S.P. 
product. 
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Liquid solutions to be used externally are dis- 
tributed in shakers in preference to pouring. This 
saves at least half of the amount. 


Solutions which deteriorate readily are sent up 
in the smallest quantities practicable. 


Instead of sending lysol in full strength to the 
various wards to be used as desired, a 5 per cent 
solution which is standard for all surgical instru- 
ments is sent up in this dilution. 


A mimeographed list of expensive items is sent 
to all divisions to be used as order sheets and 
these are carefully checked, rechecked and re- 
corded, when the items are sent to the division. 


Conservation Program in the X-ray Department 


Only members of the visiting staff should sign 
x-ray requests, except in an emergency, and in 
that case the intern is held strictly responsible. 


X-ray examinations should not be repeated un- 
less indicated and approved by the visiting physi- 
cian. X-ray examinations should not be made on 
pneumonia cases that have been definitely diag- 
nosed. Bedside x-ray examinations should be 
made only where indicated and approved by the 
visiting physician. Efforts should be made to con- 
serve films by using the smallest size film appro- 
priate for the part. In some instances two ex- 
posures can be made on one film, as for example, 
a wrist. Lumbar spines can be done on two 10x12 
instead of two 14x17 films. Fluoroscopic exam- 
inations of certain cases should be made where 
previously they may have had an x-ray. 


Economy on Wards—Out-Patient Department— 
Emergency Unit 


In case of gauze products, where possible, use 
the smaller sizes—for instances the 3x3 sponges 
instead of 4x4; cotton balls as alcohol sponges for 
hyperdermics, intravenous, etc.—the less expen- 
sive products instead of gauze.- Avoid repeating 
dressings unnecessarily after patient has been 
seen by one attending. 


Use finger cots instead of gloves where pos- 
sible. 


Avoid using expensive adhesive tape except 
where needed for surgical dressings. Do not waste 
this material for tying bundles. Limit the amount 
of adhesive on medical wards by giving a yard 
when necessary, instead of a roll. 


Give applicators out by 50, rather than. by 
boxes. 


Require a definite part of an article for ex- 
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change, as for example, accept only the top broken 
part of the thermometer. 


Limit the medical wards to one-half roll of 
bandage. 


Store all rubber supplies as rubber rings, hot 
water bottles, ice caps, in the central supply room, 
thus preventing loss. 


Have a proper introductory program for the 
new interns and residents on the economy and the 
use of supplies and equipment, with practical 
demonstrations. 


Hold periodic economy meetings with the heads 
of divisions. 


Conserve bromide paper in the electrocardio- 
graphic division by shortening the length of each 
lead to six inches. 


Conservation of Supplies in the Dietary Division 


Butter—Instead of sending butter to the wards 
in large pieces to be distributed by the nurse, as 
previously done, the bread is buttered in the main 
kitchen and sent to each ward at each meal. This 
system has resulted in the saving of three tubs of 
butter a week. ; 


Sugar—One ounce of sugar a day is allowed for 
each patient—divided into three parts—™% ounce 
for breakfast; % ounce for lunch; % ounce for 
supper. Small jars of sugar are sent to each ward 
at each meal, after which the jars are returned to 
the kitchen for refilling. It is anticipated that 
this method will save about 600 pounds of sugar a 
month. 


In the nurses’, clerks’ and other employees’ 
dining rooms, the sugar is given out to each indi- 
vidual at the counter. No sugar is allowed at the 
tables. 


Meat—One extra meatless meal a week (other 
than Friday) to patients and personnel. 


And so, one may go from division to division, 
item to item, pointing out ways and means of im- 
proved economy and efficiency. Only by constant 
checking and supervision and a spirit of coopera- 
tion between the administration, heads of divi- 
sions, medical staff and general personnel, can 
waste be eliminated. The employees should be 
urged to organize suggestions on economy in their 
own divisions and present them to the hospital 
superintendent. 


Not only must we conserve our equipment and 
supplies in our defense program but just as im- 
portant is the training of personnel to take over 
during such an emergency. Hospitals must train 
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more women workers to take the places of men 
called to the armed services. 


Survey and Relocation of Personnel 


The conversion from civilian to war purposes is 
going to cause many dislocations for workers. It 
is therefore important that the administrator 
make a survey of his personnel in the various 
divisions and relocate them to the departments in 
which they are needed most. It may also be ad- 
visable to train some of the help in addition to 
their regular duties, as switchboard operators, in- 
formation clerks, admitting clerks, so that they 
may fill the gap in case of an emergency. 


Shortage of Nurses 


The national defense program is taking our best 
qualified and most physically fit nurses, but to the 
patient this will not excuse anything he considers 
inferior in his nursing care. The hospital can meet 
the problem of shortage of nurses, in part, 
through the training of large numbers of paid or 
volunteer subsidiary hospital workers. These are 
being trained by the American Red Cross and 
other agencies. The training program for these 
nurses’ aides is designed to supply the trained 
nurses with intelligent assistants who can work 
under their direction. 


The following is a list of authorized duties of 
aides in hospitals as promulgated by the American 
Red Cross: 


Surrounding of Patients 
Make beds 
Make ether beds 
Assemble material for baths 
Keep bedside table clean and in order 
Take care of personal belongings 
Take care of flowers, fruit 
Assist in keeping ward or room neat 


Equipment and Supplies 
Assemble material for enema, lavage, gavage, etc. 
Fill hot water bottles 
Fill ice bags and collars 
Set up unsterile treatment trays 
Clean and put away enema equipment 
Clean dressing trays 
Take care of rubber goods 
Clean and put away enamelware 
Put away supplies 
Take care of linen closet 
Help with inventories 


The Patient 

Give baths—either tub or bed 

Give bed pan 

Record in notebook, intake of liquid and output of 
urine or evacuations 

Take temperature, pulse and respirations 

Prepare patients for meals 

Feed helpless patients 

Carry trays 
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Fill water pitchers, serve liquids and between meal 
nourishment 

Help with admission and discharge of patients 

Take patients to and from treatment rooms 

Chaperon and drape patients for doctors examinations 

Help to work with the nurse directly 


In addition to being nurses’ aides the attendants 
have also taken over some of the less important 
tasks. For example, they— 


’ Help in feeding patients 
Collect trays 
Help make beds of convalescent patients 
Clean bedside tables, beds and chairs 
Scour and sterilize bedpans 
Clean bathrooms, tubs, sinks and toilet bowls 
Count and sort laundry 


















Stock linen on shelves 

Collect sputum cups, wash and sterilize 

Go on errands when requested—and perform other 
miscellaneous duties that might arise 


Another method which has proved quite satis- 
factory in our institution and has aided in the 
problem of preserving adequate nursing care with 
the restricted personnel, is the daily redistribu- 
tion of nurses, according to the nurses load in 
various parts of the hospital. This is carried out 
by comparing the census reports with the nurse 
assignments and temporarily transferring nurses 
from the wards having a relative surplus to the 
wards having a relative shortage. This tends to 
overcome the temporary nursing shortage and 
results in better care to the patient. 





A MobEL INTERN SCHEDULE FOR A ONE YEAR ROTATING SERVICE* 
MorRISANIA City HOSPITAL 































July Aug. Sept. Oct. Nov. Dec. Jan. Feb. Mar. April May June Residents 
4 Interns 2 Residents 
MEDICINE—3 months No. 1—No. 4 No. 5—No. 8 No. 9—No.12 No. 13——No. 16 MEDICINE 
(including Neurology) 
4 Interns 1 Resident 
PEDIATRICS, OBSTETRICS No. 13—No. 16 No. 1—No. 4 No. 5—No. 8 No. 9—No. 12 PEDIATRICS 
AND GYNECOLOGY 1 Resident 
OBSTETRICS 
4 Interns 2 Residents 
TRAUMATIC SURGERY .No. 9—No.12 .No.183—No.16 No. 1—No. 4 No. 5——No. 8 TRAUMATIC SURGERY 
4 Interns 2 Residents 
GENERAL SURGERY, No. 5—No. 8 No. 9—No.12 No.13—No.16 No. 1—No. 4 GENERAL SURGERY 
E.E.N.T. AND 


SPECIALTY CLINICS** 
EMERGENCY ROOM 










Interns on Pediatrics, Obstetrics and Gynecology, General Surgery and Traumatics, E.E.N.T., 


shall attend all clinics of their respective services. 


Interns on non-admitting surgical service to cover anesthesia from 9 to 5 p. m. : 
(Training in Anesthesia) 








3 Residents in 
UROLOGY 

1 Resident 
RADIATION THERAPY 





16 Interns 

2 Dental Interns Medicine 

Pediatrics 
Obstetrics and Gynecology...... 
General Surgery .............. 
Traumatic Surgery ............ 
Specialty Clinics ............. 
E.E.N.T., Chest Service........ 

Emergency Room 


Time spent on each service 


3 months 1 Resident in 
6 weeks PATHOLOGY 
6 weeks 

6 weeks | 4% months 


3 months } 


6 weeks 


13 Residents 











2 DENTAL INTERNS 





*This schedule is for a hospital of approximately 540 beds but lends itself very readily to a smaller hospital. 
number of interns in half it may be used for a hospital of 250 or 300 beds. 






By dividing the 
The year is divided into services as shown on the 





















schedule. By having an assignment number each intern may determine on what service he is scheduled throughout the year. 
**SCHEDULE OF SPECIALTY CLINICS 
Monday Tuesday Wednesday Thursday Friday Saturday 
9-10 X-ray 9-9:45 X-ray 9-9:45 X-ray 9-10:30 Physical 9-11 Luetic 9-10:30 X-ray 
Fluoroscopy 9:45-10:15 Therapy and 
10-11 Baby Health 9:45-10:30 Basal Met. 11-12 Tumor Fluoroscopy 
G. U. 10:15-11:15 10:30-12 
11-12 Tumor Tuberculosis Pre- and Post- Gonorrhea 10:30-12 
=a Rounds Natal Endocrine 
1-1:30 Electro- 1:15-2:30 Skin 1-2 1-2 Electro- 1-2 Electro- 
cardiography Pharmaceutical cardiography cardiography 
2:30-5 Rectal Conference 
1:30-2:30 2-3 General 2-3 2-5 Allergy 
Gynecology Conference Pheripheral 
8-4 Skin Vascular 
_ 2:30-5 4-5 
Peripheral Vasc. Instruction in 3-5 Diabetes 


X-ray Technique 












Two year schedule: 33 Interns, 2 Dental Interns, 14 Residents—Total 49 (old schedule) 
One year schedule: 16 Interns, 2 Dental Interns, 13 Residents— Total 31 (new schedule) 
*Number of residents must also be divided in half for a 250-300 bed hospital. 
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Shortage of Interns 


The gravity of the shortage of hospital in- 
terns which faces this country has not yet been 
fully realized. Interns play a very important part 
in our hospital plan. Besides their main duties in 
the care of the patient in the hospital they are to 
play a role in the “Casualty Field Units” organized 
to give emergency medical aid to victims of air 
raids and sabotage. 


This threatened shortage of interns requires 
that certain procedures, traditionally regarded as 
belonging to the intern, be delegated to other pro- 
fessional and nonprofessional groups. It may be 
advisable that hospitals rearrange their facilities 
so that women doctors may replace the men as 
interns and residents. The hospital often requires 
the intern to spend a great part of his time in rou- 
tine laboratory work, thus reducing the time he 
may spend with the patients in the hospital. By 
assigning laboratory technicians to do the routine 
laboratory work and secretaries and dictaphones 
to relieve the clerical work, the intern will be able 
to take care of more patients. It may also be of 
help to provide history and physical form sheets 
as a timesaving measure. 


Ambulance Service—Since the ambulance serv- 
ice of the intern yields the smallest educational 
return of any service, Hospital Commissioner 
Willard C. Rappleye’s plan to substitute trained 
orderlies and attendants on ambulance is a very 
good one. The removal of ambulance service from 
the internship program presents a fine opportu- 
nity to incorporate in the one year intern sched- 
ule some of the essentials in medicine which have 
been left out. 


By delegating some of the interns’ work to 
other professional and nonprofessional groups we 
may be able to increase the intern-patient ratio 
from 10-15 acute or 25-30 chronic to 20-25 acute 
and 30-40 chronic. 


The Intern Schedule 


In setting up a scheme for a one year intern 
schedule, the motivation should be the rendering 
of the highest possible type of training in an or- 
ganized fashion, in the most practical way, in the 
limited period available. A systematized schedule 
containing medicine, surgery, pediatrics, obstet- 
rics and related specialties is essential. The gen- 
eral hospital with all the branches of medicine and 
surgery should assure the intern of the opportu- 
nity to learn all types of disease. 


The following schedule which is the result of 
careful study demonstrates the one year rotating 
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internship very well. The basic principle under- 
lying the program is the presentation of as many 
services as possible essential for the general prac- 
tice of medicine. 


The question may arise why three months are 
spent on traumatics. This is a municipal hospital 
which conducts a large ambulance service. During 
the year 1941 there were 16,437 ambulance calls, 
and 2591 admissions on the traumatic service. 
Also, in order to train the intern to give adequate 
care to military casualties it was deemed advis- 
able to stress traumatic surgery. Therefore a 
separate service was set up which includes: 


Fractures 

Head injuries 

Burns 

Injuries to extremities 

Plastic surgery 

Neuro surgery 

Infections of the hand and foot 
Diabetic gangrene 


Other hospitals which do not have this service 
may utilize this period for other assignments to 
the greatest advantage of the intern and the 
hospital. 


The Transition Period 


In the process of transition from the old type 
of internship to the new one, it was necessary to 
graduate all our interns by July 1, 1942, except 
the group that came in January 1942. There were 
twenty-four members of the house staff who were 
affected by this change. Eight were scheduled to 
finish their two year internship on July 1, 1942; 
another eight in January 1943 and eight more in 
July 1943. Their schedules were readjusted in 
such a manner that all interns were able to get 
the maximum of their respective services possible, 
up to July 1, 1942. 


Each hospital can work out a similar schedule 
best suited to its needs and the needs of the intern. 


In conclusion I wish to state that many of these 
suggestions are already in vogue in some institu- 
tions and others are being considered, but my pur- 
pose was to collect into one unit most of the prob- 
lems and a suggested solution. I realize that in 
every institution local conditions will modify the 
procedure, but we must carry on without lowering 
our standards for the treatment of patients. 


No attempt was made to cover the subject of 
defense from every standpoint as its scope is too 
great. I have therefore confined myself chiefly to 
the subject of providing adequate care to the hos- 
pitalized patient during the emergency. 
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Recent Advances in Dishwashing Technique 


KARL S. KLICKA, M.D. 


ITH the proper application of recent ad- 
WY verce in dishwashing techniques there 

is no longer any reasonable excuse for a 
poorly washed dish. Clean eating utensils are 
obviously important from two points of , view. 
We must be interested in the appearance of the 
dish, and also in its bacteriological cleanliness. 
Clean sparkling dishes give a definite boost to 
any meal and do their part in encouraging the 
patient, otherwise indisposed toward food, to eat. 
In contrast, nothing will more quickly dispel a 
patient’s poor appetite than a soiled dish. 


That disease can be spread by organisms con- 
taminating poorly washed eating utensils is a 
fact long known, in spite of the fact that we do 
not have conclusive reports of outbreaks of dis- 
ease due to unclean dishes. Water, milk, and 
human carriers have all been indicted at one time 
or another but dishes have never been definitely 
incriminated. 


An interesting study to recall, however, is that 
of Col. J. G. Cumming who in 1918 demonstrated 
the effect of dishwashing techniques, proper and 
improper, on the incidence of influenza in the 
army camp at Newport News. Over a two week 
observation period 8208 individual cases of in- 
fluenza developed among 32,624 men whose dishes 
were poorly washed. In a contrasting group of 
33,452 soldiers whose dishes were properly washed 
only 1710 cases of influenza developed. As there 
were many variables existing these results have 
never been completely accepted as conclusive, but 
due to the large number of men involved many 
authorities feel that the results were significant. 
Other isolated studies have repeatedly demon- 
strated the presence of pathogenic organisms on 
unwashed dishes, poorly washed eating utensils 
of all types, and in samples of wash water from 
dish washing machines. Tubercle bacilli have 
been demonstrated on eating utensils used by 
patients in active stages of the disease. 


Public Health Enforcement 


The enforcement of proper dish washing regu- 


lations has always been difficult. In some in- 
stances the regulations have not been rigidly en- 
forced because of the realization by Public Health 
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authorities that compliance would be impractical. 
A case in point exists in Section 144 of the Sani- 
tary Code of the City of New York wherein it 
states that 

“eating utensils after being washed must be 

either rinsed or sprayed or immersed in 

clean boiling water (212°) for a period of one 
minute or in hot water of a temperature not 
less than 180° Fahrenheit at all times when 
used for purposes of sterilization for a period 
of two minutes.” 
Practically, this ruling is impossible to follow 
especially by those using the smaller conveyor 
type dishwashing machines. Even with reduction 
gears it is impractical to gear the action slowly 
enough to permit a one minute rinse, let alone a 
two minute rinse. Very few of even the largest 
conveyor type machines are geared to give a two 
minute rinse. 

Since the Sanitary Code of the State of New 
York was amended on May 20, 1938, a bacterial 
standard has been available which can be better 
enforced than the stipulated time intervals in the 
New York City Code. The New York State Sani- 
tary Code stipulates that 

“all eating, drinking, and cooking utensils 

shall be so cleansed and disinfected as to be 

free from bacilli of the coliform group and to 
have a total bacterial count of not more than 

100 per utensil, as determined by test in a 

laboratory approved for this purpose by the 

State Commissioner of Health.” 

The Public Health Department in Westchester 
County is making every effort to enforce this 
code. One of its efforts is the publication of a 
sheet entitled “Dishwashing Methods” outlining 
a technic which, if followed, should produce a 
cleansed utensil which would comply with the 
State Code. Furthermore, a bacteriologist in the 
Division of Sanitation is always available for con- 
sultation in the event a dishwashing problem 


59 















arises. Various Public Health Departments have 
done much to improve dishwashing techniques but 
continued effort through the enforcement of en- 
forceable codes will elevate standards still further. 


Detergents 


What is a proper detergent? This question 
easily asked is not so lightly answered. Defining 
it, one could say that an effective detergent is a 
substance which aids in the rapid removal of soil 
from utensil surfaces without causing precipita- 
tion of insoluble salts and gummy alkaline soaps 
which when present are deposited as a sticky film 
upon the utensil surfaces by the mechanical ac- 
tion of the wash process. The film not only de- 
tracts from the physical appearance of the cleaned 
dish but forms a protective coating under which 
bacteria may lodge. 

As some methods of sterilization may be un- 

reliable when applied to utensils having a greasy 
film it is essential that utensils be washed well 
enough in order that no film may remain. Prac- 
tically all organisms can be mechanically re- 
moved from dishes by washing with the correct 
detergent in suitable water conditions and in 
almost all instances a given dish which is free 
‘of gross soil or film will have a relatively low 
bacterial count. This correlation between visual 
cleanliness and low bacterial count, although not 
conclusive, is significant enough to have per- 
mitted the development of visual tests which are 
used by sanitation inspectors in the field. For 
examination of glassware a grease film viewer 
has been devised by the General Electric Com- 
pany which will readily detect any soil remaining 
on. the rim of a glass. Soil or film on china can 
be detected by the fingerprint method which is 
merely the careful application of powdered 
carbon to a dish surface with a camels hair 
brush. 


The average commercial detergent will contain 
one or more of the following ingredients: tri- 
sodium phosphate; sodium borate; sodium meta- 
silicate; sodium hydroxide; sodium carbonate; 
sodium hexametaphosphate, and tetraphosphate. 
The combination used should be known to the 
purchaser for various water conditions require 
particular ingredients to insure such desirable 
properties as emulsifying, deflocculation, dissolv- 
ing, dispersing and free rinsing. An example of 
why correct detergent usage is important was 
demonstrated a few years ago by Lieut. Col. W. C. 
Cox at the Walter Reed Hospital. Under exactly 
similar conditions three detergents were tested: 
(a) trisodium phosphate; (b) a washing com- 
pound containing 25 per cent sodium bicarbonate 
and 60 per cent sodium carbonate; (c) a com- 
pound containing sodium hexametaphosphate. At 
the end of a sixty-day test period the machines 
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using the sodium hexametaphosphate compound 
were free of film whereas the machines using the 
other two detergents were heavily encrusted. 
These tests were of value for this particular insti- 
tution and locality only, for with different water 
conditions the results elsewhere might vary con- 
siderably. 

At the present time, an analysis of some thirty- 
six individual detergents is being conducted by 
the New York State Health Department and when 
the results of these analyses are published the 
purchase of detergents should be greatly simpli- 
fied. Detergents must not only be listed as good, 
fair, or poor, but should also be rated as to effi- 
ciency in various hardnesses of water. Other 
factors determining the selection of a detergent 
are the type of equipment used, the amount and 
type of soil on the dishes to be washed and, last 
but not least important, the type of employee 


_assigned to dishwashing. 


Almost as important as the proper selection of 
a detergent is its proper use. No detergent will 
give the desired results if too little or too much is 
used. Whereas an insufficient amount will not 
properly wash the utensil, an excess will require a 
longer rinse period to wash it free from the dish, 
thus resulting in a waste of both detergent and 
time. An accepted standard which places the con- 
centration of detergent between .3 and 1 per cent 
of the dishwashing solution can be obtained by 
adding one quarter of a pound of detergent to each 
ten gallons of water. The use of an automatic 
feeding system is strongly recommended over a 
hand feeding system for the maintenance of 
proper detergent concentration. The savings in 
detergent will ordinarily pay for such a device in 
a very short time. 


Mechanical Dishwashing 


Since almost all hospital dishwashing is done 
with machines, the problems of hand dishwashing 
will not be discussed here. 

Machine dishwashing includes two phases; the 
wash and the rinse, with an additional third phase 
in some instances of a “steam blow.” 


Washing—The wash should be long enough to 
permit thorough washing of the utensil, what- 
ever it may be, for if the soil is not removed in 
this process probably it will still be present after 
the rinse. Because of this, it is not only impor- 
tant to use the right detergent properly, as pre- 
viously discussed, but also to maintain the correct 
water temperature. Various authorities suggest 
temperatures ranging from 120° to 160° Fahren- 
heit for this purpose. The range between 130° 
and 140° Fahrenheit is probably the most effective 
temperature. If the water is cooler, the fats and 
greases will not go into solution quickly enough, 
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whereas if the temperature is higher the proteins 
on the utensil tend to coagulate and become 
cooked on the dish. 

Heat is the only actual bactericidal factor in 
dishwashing, the detergents certainly are not— 
unless an active germicide, such as chlorine be 
present—but bactericidal heat should not be ef- 
fected during the wash process. Recognizing that 
higher temperatures will maintain the bacterial 
count of the wash water at minimum levels, we 
know that at temperatures above 150° Fahrenheit 
we are not only coagulating proteins on the dishes 
but are also baking a film of calcium soap salts 
upon them. A film thus formed not only mars 
the finished appearance of the dish but may serve 
as a protective covering for bacteria. It will not 
be removed by a rinse although any covered or- 
ganisms will be killed if the rinse is hot enough 
and used long enough. The bacterial count of the 
washing solution is best reduced by regularly add- 
ing fresh water to the solution. The period of 
wash will vary with the type of soil to be removed 
but should average from 45 to 60 seconds. 

Rinsing—The rinse provides the bactericidal 
action. of dishwashing. The water used should 
range between 180° and 190° Fahrenheit which 
is just below the flash point, the temperature 
where water is converted into steam. The force 
with which the rinse is sprayed upon the dishes 
and the volume of water used should both be rela- 


tively great since for effectiveness the tempera- 
ture of the dish itself must be raised to as close to 


180° as possible. Furthermore, as all residual 
wash solution must be removed here, the rinse 
must contact all the surfaces of the utensil. 

The tubercle bacillus and the thermophilic bac- 
teria of the respiratory and intestinal groups are 
the most resistant to heat, the spore bearers ex- 
cepted, and when the load of any of these is 
expected to be high the length of rinsing must be 
prolonged accordingly. Experimental work has 
shown that a rinse at 180° Fahrenheit for one 
minute results in the thermal death of the tubercle 
baccillus. 

Almost all dishwashing machines are designed 
so that the rinse water flows into the wash solu- 
tion. This provides a gradual change of wash 
water, thereby keeping the bacterial count low 
and gross soil ata minimum. When a one minute 
rinse is used an excess dilution occurs and there- 
fore the machine should be so designed as to per- 
mit a recirculation of the rinse water which is 
maintained at 180° by a thermostatically con- 
trolled gas or steam heater. Using such a plan, 
a final 10 second fresh rinse is used to flush the 
utensils free of recirculating rinse water. For 
the ordinary hospital dishwashing process, a rinse 
of 180° Fahreinheit for 20 to 30 seconds is suf- 
ficient. 
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When a separate rinse chamber is used as de- 
scribed above, the wash water in the washing 
chamber must be diluted by running a continuous 
small flow of clean line water into the washing so- 
lution through a by-pass placed around the wash 
tank fill valve. 


When a definitely determined rinse period is to 
be used, an automatic timer is worth considering. 
This device keeps the machine doors locked for a 
prescribed period and assures the desired rinse 
at all times. Too much risk is involved when the 
counting of seconds is left to employees. 


As it is impractical and unsafe to carry water 
at 180° Fahrenheit in the water lines, steam 
boosters are procurable which by mixing steam 
with line water raise the temperature of the rinse 
water to any desired level. When it is undesirable 
to use boiler steam a steam coil type of booster 
heater may be installed. 


Drying—Dishes heated to a temperature of 
180° will dry without toweling if permitted to 
remain untouched in the tray for 45 to 60 sec- 
onds after removal from the dishwashing machine. 
The employee stacking the dishes must therefore 
be required to leave the dishes in the rack until 
the next one comes from the machine. With auto- 
matic conveyor machines, it is preferable to have 
three drying trays between the stacker and the 
machine. Adequate ventilation in the dishwashing 
room is very important because dishes, even 
though heated to a temperature of 180° Fahren- 
heit, will not dry in 60 seconds if the relative 
humidity of the atmosphere in the dishwashing 
room is close to saturation. 


Some intermittent single tank machines are 
equipped with a “steam blow.” It is customary 
with this device to blow steam over the dishes 
following the period of rinse. On the premise 
that steam is being used, it is frequently and 
erroneously believed that this constitutes actual 
sterilization. Actually, the process probably exerts 
much less sterilizing effect than does a hot water 
rinse at 180°. 


Steam, as is well known, is not effective as a 
sterilizing agent unless it is under pressure and 
this is not the case in a closed type dishwashing 
machine because the sliding doors on each end are 
designed only to be fairly water tight and not to 
prevent the escape of steam. The steam not under 
pressure blows about the utensils making only 
fair contact with them. It is indeed questionable 
whether it raises the temperature of the dishes 
above that attained by the rinse which actually 
bathes the dishes continuously with large quanti- 
ties of hot water assuring complete contact with 
the entire utensil. The suggestion is made that 
perhaps a final steam blow will hasten the drying 
of the utensil after it is removed from the ma- 
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chine but this seems unlikely for the utensil is 
still quite wet following exposure to steam. 


Water will adhere to a greasy surface or to 
gross soil remaining on a utensil but with a thor- 
oughly clean utensil the speed of drying is de- 
termined by its temperature as it leaves the dish- 
washing machine. It is believed that utensils 
rinsed at 180° F. for 20 seconds or longer will not 
have their temperatures further raised by addi- 
tional blowing of steam. All utensils should stand 
at least 45 seconds before stacking and if the 
utensil temperature has actually reached 180° 
complete drying will occur in that time. 


Bacteriological examinations of dishes rinsed at 
180° F. for 30 or more seconds and not blown 
with steam compare favorably with those of 
dishes rinsed for an equal period and given. a final 
15 second or more exposure to live steam. Neither 
the rinse nor steam have any effect on the gross 
appearance of the utensil and if the utensil shows 
gross soil or film at the completion of the process 
the fault lies with the wash. 


Thermometers—Because heat is so important, 
it is strongly recommended that dishwashing ma- 
chines be equipped with thermometers. Internal 
temperatures cannot be taken well with any de- 
vice except those built directly into the machine. 
One attempt to take the temperature of the in- 
terior of a machine with a hand thermometer by 
placing it in a container, tying it to a rack, or by 
some other method, will lead one to appreciate 
the reason for recommending the built in type of 
thermometer. Hand thermometers are a nuisance 
because they are hard to read when wet and diffi- 
cut to handle because they are so hot. As the 
doors of a dishwashing machine are opened, the 
temperature within the machine drops towards 
room temperature. The thermometer reading 
falls as quickly as this occurs so that regardless of 
how rapidly one takes a reading it is always lower 
than the temperature actually attained within the 
closed operating machine. The use of an auto- 
clave type of thermometer which holds the highest 
temperature attained will overcome this difficulty 
but will not eliminate the inconveniences accom- 
panying the use of any type of hand thermometer. 
Consequently, it will only be used as a periodic 
check rather than a constant guide to the tempera- 
ture attained. 


Varying loads on, the water lines cause vari- 
ances in the temperature of the hot water deliv- 
ered to the machine and similarly varying loads 
on steam lines due to heavy use by the laundry, 
mattress sterilizers, etc., may cause unexpected 
changes in the steam pressure. This in turn affects 
the temperature of the boosted rinse water. Such 
changes can only be observed if dependable ther- 
mometers are available. 
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Employees 


With the equipment available today, there is no 
longer any reasonable excuse for the improper 
cleaning of dishes in the hospital. Machines for 
every need can be installed and detergents neces- 
sary for particular types of soiled dishes to be 
washed in waters of varying degrees of hardness 
are procurable. Nor does the story end with the 
selection of proper equipment and satisfactory 
detergent, as each or both can be misused by the 
employees using them. Neither machine nor 
detergent has yet been devised which will over- 
come human frailties. 


With all precautions taken, the success of any 
dishwashing unit is very dependent upon the per- 
formance of the employees responsible for the 
washing. Time spent in educating them should 
pay appreciable dividends. They should be taught 
the need for personal cleanliness and cleanliness 
in their methods of work. They should know the 
reasons for the precautionary technique whereby 
the individual who scrapes the dirty dishes and 
loads the trays does not remove the cleaned dishes 
from the dishwasher. They should be instructed 
never to use a towel on any dish or glass. 


Present day personnel problems resulting from 
factors associated with national defense have 
brought increases in employee turnover in the la- 
boring positions in hospitals, and, unfortunately, 
too frequent replacements are apt to result in lack 
of responsible among the employees. Admittedly, 
this makes the educational program more difficult 
but at the same time all the more necessary. 


Provision should be made for adequate toilet 
and hand-washing facilities. Appealing notices 
in the wash rooms reminding the employees of the 
necessity for proper personal hygiene may well be 
used. 

The following points are simple but important 
factors which must be stressed to the employees: 

1 All utensils should be thoroughly scraped 
before they are placed in the washing racks. This 
practice reduces the soil load and helps keep the 
washing solution free from foreign matter. 

2 Dishes should be carefully stacked in the 
wash racks so that contact will be made with 
every portion of the dish by the washing solution. 
Its position should permit the full action of the 
detergent and complete drainage of the utensil 
after the final rinse. 

3 Those dishes on which the soil has dried and 
which do not scrape easily should be soaked, if 
possible, prior to washing. 

4 The wash machine should be cleaned regu- 
larly and the nozzles of the sprays checked daily 
to assure free flow of both wash solution and 
rinse water. 
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Carolyn Edson Davis 


December 31, 1890—February 2, 1942 


Miss Carolyn Edson Davis, one of the ablest 
hospital administrators this country has produced, 
died February 2 at the Maynard Hospital, Seattle, 
Washington, after an illness of fifteen months. 


After being graduated from Walker’s Finishing 
School in 1909, Miss Davis entered the Beverly 
Hospital School of Nursing and was graduated in 
1911. She took a postgraduate course in Harlem 
and Bellevue Hospitals, New York, and upon com- 
pletion of this course was appointed supervisor 
and instructor in those hospitals until 1914, when 
she entered the field of hospital administration. 


Miss Davis was a Life Member of the American 
Hospital Association. She served as a member of 
the Board of Trustees of the Association and as 
a member of the Editorial Board of “HOSPI- 
TALS.” She was a Charter Fellow of the Ameri- 
can College of Hospital Administrators, and a 
Trustee of the American Protestant Hospital 
Association. For two terms she was President 
of the Washington State Nurses’ Association. 


Her busy life as a hospital administrator was 
matched by her interest in and enthusiasm for all 
community welfare endeavors. She interested 
herself in the civic and business life as well as 
the social activities of her city. She became a 
leader in every organization to which she gave her 
affiliations. She was a member of the Portland 
Chamber of Commerce, President of the Interna- 
tional Association of Business Women, and Vice- 
President of Zonta International. 


And so this gentle lady lived her busy, useful 
life, an ornament to her profession, an inspiration 
to thousands of young women to whose education 
She had contributed so much, a fine example of 
quiet, competent, and lovable womanhood. 
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Carolyn Edson Davis 


To a life lived as Miss Davis lived her life, trib- 
utes are very futile. The good she has done, the 
fine character which she exemplified in every 
thought and deed, will be remembered and appre- 
ciated long after the eulogies paid her are for- 
gotten. She died as she had lived, in the quiet 


| dignity that fitted her so well. She “faced the or- 


deal of her long illness cheerfully and uncomplain- 
ingly.” 


In her passing she bequeathed to the young 
people she left behind the best traditions of a cul- 
tured, competent, and successful womanhood. 
She was born and reared in an age when gentle- 
women were glorified, and lived her later years, 
when in the confusion of a disordered world many 
of the finer qualities of women were unnoticed 
and rarely emphasized. 
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Food Rationing for Hospitals 


As the tempo of our participation in the war 
steps up, many situations will develop that will 
tax the resourcefulness of hospital administra- 
tors. The calling of four million men into active 
service will draw more heavily upon the lay and 
professional personnel of our institutions. To 
subsist and clothe and provide the necessities of 
life for this large army will mean an increasing 
drain upon food and other staple supplies. 


In spite of large supplies of farm and food 
products now on hand and in process of produc- 
tion, some food items will in time have to be 
rationed if all, soldiers and civilians, are to be 
furnished with sufficient to live upon comfortably. 
Sugar is soon to be rationed, coffee, tea, spices 
and other foods and condiments will follow. Even 
some articles that are necessary to life and of 
which we produce a surplus, such as meats, milk, 
butter, eggs, and oils may be added to the list of 
rationed foods. 


This situation can be met with in part, if not 
completely, without any great sacrifice upon the 
part of our hospitals. Economy in their use, pur- 
chasing without hoarding, careful preparation and 
serving of food, and elimination of food waste, 
will reduce the quantity of foods needed to sub- 
sist our patients and employees, without mate- 
rially reducing their needed amount of palatable 
and nourishing foods. 


Hospitals will be generously treated under any 
rationing program the Government may estab- 
lish. They always will be assured of food in 
quantities sufficient for their needs. They will 
have small cause for complaint if all “play, the 
game” according to the rules the Government 
lays down. 
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The vices they must avoid are hoarding, ex- 
travagant purchasing, unnecessary storing of 
perishable supplies, food waste and poor prepara- 
tion of food. The virtues they should practice 
are economy, elimination of waste, proper food 
preparation and cheerful cooperation with the 
rationing program when and as the Government 
food authorities put it in operation. 





Colonel George Baehr 


The Office of Civilian Defense made a wise 
choice in appointing Colonel George Baehr as its 
Chief Medical Officer. 


Well trained in the work assigned to him, ex- 
perienced in civilian defense under actual war 
conditions, he is one of the best qualified officers 
in the Service. He is physically and mentally 
equipped to establish the programs calculated to 
provide the most efficient civilian defense. He has 
the vision and the ability to create and to develop 
plans to meet any new emergency that may arise. 


His eminence in the field of medicine has been 
long established. His work in communicable dis- 
ease control, his research work in typhus and 
other diseases which invade the civilian popula- 
tion in times of war, his tireless energy and self- 
sacrifice in discharging his responsibilities in 
every circumstance in life, inspire confidence in 
him and an abiding faith in his leadership. 


As long as Colonel Baehr remains its Chief 
Medical Officer, there will be no criticism and 
there will be every reason for commendation of 
the medical service under the Office of Civilian 
Defense. 








War Spurs Public Interest 
in Hospitals 


In normal times, people are inclined to think 
about hospitals only when they are sick or di- 
rectly affected by illness in their families. Acci- 
dents, no matter how high the statistics go, do 
not greatly affect thinking because they are never 
anticipated—each one is sure that “It won’t hap- 
pen to me.” War is quite a different proposition. 
Bombings and sabotage are in the minds of all. 
Catastrophes seem, and may well be, just around 
the corner. Organizing for rescue work, and 
making sure of adequate hospital facilities for 
care of the injured, are obviously pressing needs 
in time of war, even in the thinking of the general 
public. 


Thus it is that the civilian defense program is 
awakening the public to hospital needs in their 
communities. A typical situation is that of 
Muskegon, Michigan. Rapidly expanding war 
production activities in western Michigan have 
swelled the population of this and surrounding 
towns. Besides the dangers of sabotage in. plants 
producing war materials, there are those of 
crowded homes and inadequate hospital facilities 
for care of the sick and injured. The people of 
Muskegon have rallied to the support of their 
community owned hospital, and prospects are 
bright for raising the $277,500 which will assure 
a PWA grant of $227,500—the total to be used 
for the building of a $500,000 extension. 


In many another community the concern is not 
only over quantitative, but also over qualitative 
deficiencies. Muskegon has three hospitals. The 
two general hospitals are active institutional 
members of the American Hospital Association. 
All three hospitals are on the registered list of the 
American Medical Association and the approved 
list of the American College of Surgeons. One 
hundred per cent approved, the institutions in 
that community can assure the public of policies 
and practices, facilities and personnel, that con- 
form to requirements recognized as essential to 
their protection. When additional facilities and 
personnel are added, there is certainty that the 
same high standards will govern. Expansion is 
understood to mean more than adding buildings 
and equipping them with beds. 
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In the surveys of medical resources that are 
being made in each community under the civilian 
defense program, it is desirable to incorporate 
not only figures on. equipment and personnel in 
each hospital, but also facts about the up-to-date- 
ness of equipment, the qualifications of personnel, 
and the general standing of the institution and 
those connected with it in professional and asso- 
ciation, circles. Quality as well as quantity should 
be considered in defense. A community is en- 
titled to the satisfaction of knowing that it has 
thoroughly dependable hospital service — when 
this is the case—in addition to having the bare 
figures on bed capacities and the like. It is as 
true of hospitals as it is of bombers that one 
well operated and good is more dependable than 
any number that are obsolete and poorly manned. 


The public has learned to recognize in industry 
the great value of efficiency and progressive poli- 
cies. We should intensify our efforts to teach 
that these qualities also are to be found in good 
hospitals. Those who drift along, indifferent to 
medical, technical, and ethical progress, are not 
community assets. The war is sharpening the 
analytical tendencies of our people. The hospital 
that demonstrates its progressiveness is likely to 
be rewarded by enhanced public appreciation. 

M.T.M. 


The Hospitalization of Civilian 
Casualties 


The shelling of the California Coast by an 
enemy submarine and the activities of these 
vessels along the Atlantic Coast and the Car- 
ribean bring us very close to the experience of 
caring for casualties among our civilian popula- 
tion due to shelling, bombing, and other war 
incidents. In addition, the possibilities of civilian 
casualties due to sabotage and other enemy acts 
are with us constantly. 


Many such casualties will have to be cared for 
in hospitals, some for a few days, others for an 
indefinite period. The cost of caring for these 
patients will be an increasingly heavy burden 
upon the hospitals’ resources. 
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Senator Pepper of Florida has introduced a bill 
into Congress appropriating six hundred million 
dollars to pay for damages to property or person 
of the civilian population resulting from acts of 
war. The medical and hospital care of injured 
civilians should be a Federal charge and paid for 
by the Federal Government. That satisfactory 
covering legislation will be enacted by Congress 
is reasonably certain. Our hospitals wherever 
located should be prepared to care for the injured 
promptly and efficiently. The payment for the 
care provided can be confidently entrusted to 
the Government. 


Federal Grants to Hospitals 


Under the new Lanham Act to provide in- 
creased welfare facilities in defense areas, the 
Federal Works Agency is reported to have ear- 
marked fifty million dollars of the total appro- 
priated to provide needed hospital facilities. 


While this sum will meet only in small part the 
total involved in the grants already applied for, it 
will, if well distributed, aid many communities 
within defense areas that are confronted with the 
problems of either adding to their present facili- 
ties or building new hospitals. 


‘In order to be considered, the request for Fed- 
eral grants must come from a community within 
a defense area or an institution located in such 
a community. The application for a grant must 
show that, due to the increase of population 
brought to it by defense industries, the existing 
hospital facilities are inadequate to serve the 
community. 


The Federal Works Agency suggests that Fed- 
eral grants under the Act would well be on a 
participating basis, the community or institution 
applying to arrange for approximately 40 per cent 
of the cost of the proposed construction. 


The spokesmen for the Agency advise that in- 
stitutions seeking grants should continue their 
programs for financing a part of the costs of im- 
provements. When the applications for grants are 
presented, all needed information should be pro- 
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vided. Architectural plans may be submitted, and 
sufficient reasons for making the application, 
based upon location within a defense area, and 
unusual increase in population due to defense 
activities should be presented. 


The grants which may be made could provide 
an additional 1800 or 2000 beds within the defense 
areas and they should be provided in existing 
hospitals. 


Lessons from Britain 


On Sunday, the twenty-seventh of October, 
1938, on the occasion of the Eighth Annual Con- 
ference of the British Hospitals Contributory 
Schemes Association, the Right Reverend, The 
Lord Bishop of Liverpool, preached a sermon in 
Liverpool Cathedral, in which he gave utterance 
to these prophetic words: 


“From time to time there comes to those 
who work with God a special call to concen- 
trate upon a particular need of the moment. 
It is not hard to hear one such call that 
comes to us today. 


“There was a time when the work of your 
hospitals was carried on not entirely, but 
mainly, by gifts from well-to-do people. The 
boards that face us on the walls of entrance 
halls in our infirmaries are silent witnesses of 
compassion and benevolence coming from 
comparatively small groups of generous men 
and women. And they will continue to come. 
But there are two reasons why in any case 
we should not be content to rely upon these 
larger gifts. One is that every year the cost 
of dealing with disease grows heavier—as it 
ought to do. 


“The other and greater reason is that care 
for the sick ought to be, and must be, made 
the interest not of a few only, but of all. 
There is one obvious and logical way of mak- 
ing it so. Some people tell us that the work 
of voluntary hospitals, as such, is done. They 
say, you have kept the Christian Spirit of 
pity alive; you have kept it in action; you 





have taught the State to make mercy and pity 
a public concern, and the State can exercise 
this concern more widely, more evenly, and 
more effectively than you ean. Therefore be 
content. Give it all into the hands of the 
pubic authorities, local and national, with all 
the resources of taxation behind them. 


“No doubt that is the logical course. We 
shall not take it yet. ...If ever we do, no 
doubt there will be gains easy to discern. 
But there will be one great loss, an unseen 
loss, but no less real because it cannot be 
measured in material terms. 


“The impulse of benevolence lives and 
grows by expressing itself. If the people can 
take it for granted that disease and pain will 
be soothed and healed by some impersonal 
agency, and that they as individual persons 
have discharged their responsibility as soon 
as they have paid their rates, shall we not 
lose out of our national character a great 
power of compassion?” 


Today many of the hospitals represented at 
that Conference are in ruins or have suffered 
material damage from enemy air raids. Never- 
theless, they are carrying on in spite of these and 
other difficulties and have modified their pro- 
grams and adapted their service to new demands 
created by the war. 


Now, and when the war is over, they face new 
problems, particularly of support and of new re- 
lations with Government. 


Sir Wilson Jameson, in an address delivered in 
New York in November of last year on “Hospitals 
in England Today” quoted a Government state- 
ment as follows: 


“It is the objective of the Government as 
soon as may be after the war to ensure that 
by means of a comprehensive hospital service 
appropriate treatment shall be readily avail- 
able to every person in need of it. It is accord- 
ingly proposed to lay on the major local 
authorities the Guty of securing, in close co- 
operation with the voluntary agencies en- 
gaged in the same field, the provision of such 


a service by placing on a more regular footing 
the partnership between the local authorities 
and voluntary hospitals on which the present 
hospital services depend. The Government 
recognizes that to achieve the best results 
and to avoid a wasteful multiplication of 
accommodation and equipment it will be 
necessary to design such a service by refer- 
ence to areas substantially larger than those 
of individual local authorities. It will be the 
aim of the Government also to avoid over- 
lapping and uneconomical expenditure by 
securing the provision of the more highly 
specialized services at teaching hospitals and 
other centers selected to serve these wider 
areas, and by arranging for a proper division 
of function between hospitals in these areas.” 


Sir Wilson goes on to say: 


“In other words, the hospital system in 
Great Britain will be left under the manage- 
ment that it is under now. Voluntary hospi- 
tals will be managed as voluntary, public as 
public, but all will come under a uniform 
scheme, and in order to enable them to make 
new provisions, they are going to get govern- 
ment grants.... 


“We regard this war as a very salutary les- 
son for us, and we are trying to learn just as 
much as we can from it. We are trying to do 
the things that have to be done on account 
of the war in a way which will give us some 
permanent benefit. We hope the war will 
chasten us and that we, the medical profes- 
sion, as well as the people on the whole, will 
retain the better things that have grown out 
of this war.” 


Thus our British friends are planning to pre- 
serve what is best in the old system and to en- 
large upon it and develope from it whatever the 
lessons of the war may indicate. Though we hope 
that our hospitals in the Western Hemisphere 
may be spared material damage such as has come 
to British hospitals, we may face much the same 
problems of support and relations to Govern- 
ment. Perhaps we may well profit from their 


thinking and their experience. 
J.#. R. 
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Minutes of the Meeting of the Board of Trustees 
of the American Hospital Association 


18 East Division Street, Chicago, Illinois 


Saturday, February 14, 1942 


HE meeting of the Board of Trustees of the 
TT america Hospital Association was called to 

order at 10 a. m. by President Basil C. Mac- 
Lean, M.D. 


PRESENT : 
Basil C. MacLean, M.D. Stuart K. Hummel 
Asa 8. Bacon Henry M. Pollock, M.D. 
Benjamin W. Black, George D. Sheats 

M.D. Jessie J. Turnbull, R.N. 
Rt. Rev. Msgr. M. F. Frank J. Walter 

Griffin Peter D. Ward, M.D. 
James A. Hamilton George U. Wood 
Edgar C. Hayhow 


Rev. John J. Bingham, Third Vice-President, 
and Past President Fred G. Carter, M.D., were 
present as guests. 


Approval of Minutes 


VoTED: That the minutes of the meeting of 
November 29,1941, be approved. 


Auditors’ Report 


Mr. Asa §S. Bacon, Treasurer, presented the 
audit by Arthur Young & Company of the Asso- 
ciation’s finances for the year ending December 
31, 1941. 


VoTED: That the auditors’ report be approved 
and filed. 


Resolution of the Board Authorizing the Bank of 
Montreal to Act as Depositary for 
Canadian Funds 


RESOLVED: That the Bank of Montreal be au- 
thorized to act as depositary for American Hos- 
pital Association funds paid by the Canadian 
members of the Association as dues and for other 
income of the Association payable in Canadian 
funds. 


Candidates for Honorary Membership 


The Executive Secretary submitted the names 
of the following persons to be considered for 


March, 1942 


Honorary membership: Sister Charlotte Boek- 
haus, Mary R. Lewis, M.D., Louise S. Zutter, Mrs. 
Genevieve Jeffry. 


VoTEeD: That the Board of Trustees recom- 
mend to the House of Delegates that Sister Char- 
lotte Boekhaus, Mary R. Lewis, M.D., Louise 8. 
Zutter and Mrs. Genevieve Jeffry be given Hon- 
orary membership in the American Hospital As- 
sociation. 


Insignia of the Association 


VOTED: That no organization not a constituent 
part of the American Hospital Association shall 
be permitted to use the insignia of the Associa- 
tion without prior authorization. by the Board of 
Trustees. 


Post-War Program of Hospitals 


The Executive Secretary called the attention 
of the Board of Trustees to the necessity for the 
hospital field to plan now for the post-war pe- 
riod, and mentioned the suggested programs that 
have been developed by the British Hospitals As- 
sociation and the Nuffield Trust. Statistics and 
experience tables should be assembled, and hos- 
pitals should know exactly what sound policy to 
recommend to the people who will establish the 
post-war hospital program. A resolution recom- 
mending such a study had been passed by the 
Coordinating Committee at their meeting on Feb- 
ruary 12. 


VOTED: That the Board of Trustees authorize 
the President to appoint a committee to study 
and recommend a plan and scope of study for the 
post-war period hospital program. 


Conference with Hospital Service Plan 
Commission 


In view of the large agenda for the afternoon, 
it was 


VOTED: That the Hospital Service Plan Com- 
mission be asked to limit to one hour the discus- 
sion of proposed Federal legislation affecting 
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hospital practice and the community relations of 
hospitals. 


Resolutions Presented by the Committee on 
Coordination of Activities 


1 Institutes on Purchasing and on Accounting 


VoTED: That the Board of Trustees approve 
the recommendation of the Council on Admin- 
istrative Practice and the Coordinating Commit- 
tee that the Institute on Purchasing be held at the 
University of Michigan, June 1 to June 6, and 
that the Institute on Accounting be held at the 
same University, on June 8 to June 13, 1942. 


2 See “Post-War Program of Hospitals” 
3 Membership in National Health Council 


VOTED: That the Board of Trustees approve 
the recommendation of the Coordinating Com- 
mittee that the American Hospital Association 
become a member of the National Health Council. 


4 Census of Hospitals 


VOTED: That the Board of Trustees approve 
the recommendation of the Coordinating Com- 
mittee that the Chairman of the Council on Ad- 
ministrative Practice be authorized to continue 
his efforts to obtain, through the Bureau of the 
Census, a complete census of hospitals, which 
would include reference to their capital structure 
and current financial experience, and that he in- 
vestigate the possibility of financing such a study 
either by Government or outside agencies. 


5 Articles on “Safety” 


VoTED: That the Board of Trustees approve 
the recommendation of the Coordinating Com- 
mittee that, in lieu of the Manual on Safety, a 
series of articles be submitted for publication in 
HOSPITALS. 


6 Principles for Guiding the Determination of 
Payments by Blue Cross Plans to Member 
Hospitals 


VoTED: That the Board of Trustees approve 
the “Principles for Guiding the Determination 
of Payments by Blue Cross Plans to Member Hos- 
pitals”” with the exclusion of Item 8 on the list 
of Principles. 


7 Problems of Hospital Capital Replacement and 
Expansion 


VoTED: That the statement on the “Problems 


of Hospital Capital Replacement and Expansion,” 


as recommended by the Committee on Blue Cross 
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Plan. Relations of the Council on Administrative 
Practice, be referred to the Committee authorized 
to study and recommend a scope of study for the 
post-war period hospital program. 


8 Model By-Laws for Hospitals 


VoTED: That the Board of Trustees approve 
the recommendation of the Coordinating Com- 
mittee that a set of model by-laws for hospitals 
be drafted, and that the Chairman of the Council 
on Administrative Practice be authorized to pro- 
ceed with this task. 


9 Resolution withdrawn. 


10 Bill H.D. 2616 to Extend Old Age Benefits of 
Social Security Act 


VoTED: That the Board of Trustees approve 
the following resolution of the Council on Gov- 
ernment Relations: “The Council reaffirms its 
former resolution regarding the Social Security 
Act. It calls attention to Bill H.R. 2616, intro- 
duced in Congress by Representative Downs of 
Connecticut, which extends the old age benefits 
of the Act to hospital employees, subject to the 
provision that hospitals are not to be taxed for 
the usual Social Security assessments. It recom- 
mends this Bill for study by the Board of Trus- 
tees and possible support.” 


VOTED: That the above resolution be referred 
to the Joint Advisory Committee. 


VoTED: That the President-Elect, James A. 
Hamilton, be authorized to write Representative 
Downs on behalf of the American Hospital As- 
sociation and thank him for his interest in mat- 
ters pertaining to hospitals. 


11 Approval of General Program of Federal Pro- 
curement and Assignment Service 


VOTED: That the Board of Trustees approve 
the following resolution of the Council on Gov- 
ernment Relations: “The Council recommends ap- 
proval of the general program of the Federal 
Procurement and Assignment Service and urges 
careful attention to and cooperation with its ac- 
tivities as they relate to hospitals and hospital 
staffs.” . 


12 Office of Civilian Defense to Be Petitioned for 
Financial Aid 


VoTEeD: That the Board of Trustees approve 
the following resolution of the Council on Gov- 
ernment Relations: 
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“WHEREAS, Hospitals are being subject to con- 
siderable expense in complying with instructions 
from the Office of Civilian Defense to (a) prepare 
for the research and treatment of disaster casual- 
ties, (b) equip emergency field and casualty units, 
and (c) provide supplies, equipment and person- 
nel to meet other extraordinary conditions de- 
veloped and expected to develop through the ci- 
vilian defense program; 


“THEREFORE, BE IT RESOLVED, That the Office 
of Civilian Defense be petitioned to render ade- 
quate financial aid to hospitals, particularly those 
in exposed and defense industry areas, from the 
funds appropriated for civilian defense pur- 
poses.” 


13 Survey of Work, Function and Possible De- 
velopment of the Bacon Library 


VoTED: That the Board of Trustees authorize 
the Library Committee to have a survey made of 
the work, functioning and possible development 
of the Bacon Library, this survey to be made by 
a recognized and competent authority in the field 
of technical libraries, to be selected by the Ex- 
ecutive Secretary upon the advice and approval 
of the Library Committee, and that the Commit- 
tee be authorized to spend not over $300 to meet 
all the necessary expenses of this survey from the 
funds in its regular current budget appropriated 
for the purchase of books. 


14 Request to Consider and Clarify Status of 
Honorary Life Membership 


In view of the action of the Board recommend- 
ing to the House of Delegates that Honorary 
membership be conferred on members whose 
names were proposed at this meeting, the Board 
did not believe any action was necessary on Reso- 
lution 14. 


15 Action on this resolution appears following 
Resolution 22. 


16 Approval of Appointments to Committee on 
Lay Women in Hospital Service 


VoTED: That the Board of Trustees approve 
the following appointments to the Committee on 
Lay Women in Hospital Service: Mrs. Leslie 
Dana, Chairman; Mrs. Alvin C. Bauman, Secre- 
tary; Mrs. Carl C. Thomas, Mrs. William Ber- 
dine, Miss Betty Dumaine, Miss Margery Lacey 
Baker, Mrs. Oliver W. Rhynas, Mrs. Raymond 
Kelsey, and Mrs. Dalton Keats Rose, and that this 
action be referred to the Chairman of the Coun- 
cil on Association Development. 


17 Continuation of Committee on Physical Pro- 
tection of Hospitals 


VOTED: That the Board of Trustees approve 
the recommendation of the Council on Hospital 
Planning and Plant Operation that the Committee 


Members of the Board of Trustees of the American Hospital Association 


Seated, left to right: Dr. Bert W. Caldwell, executive secretary; Dr. Basil C. MacLean, president; James A. Hamilton, presi- 

dent-elect; Dr. B. W. Black; junior past-president; Jessie J. Turnbull; Asa S. Bacon, treasurer. Standing, left to right: George 

U. Wood; Geo. D. Sheats; Dr. Peter D. Ward; Rev. John J. Bingham, third vice-president; Edgar C. Hayhow; Frank J. Wal- 
ter; Rt. Rev. Msgr. M. F. Griffin, senior trustee; Dr. Henry M. Pollock, and Stuart K. Hummel, 
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on Physical Protection of Hospitals, under that 
Council, be continued. 


18 Approval of Recommendation for Appoint- 
ment of Committee on Central Supply Rooms — 


VoTED: That the Board of Trustees approve 
the recommendation of the Council on Hospital 
Planning and Plant Operation that the Chairman 
of this Council be authorized to recommend for 
appointment a committee of three on Central 
Supply Rooms. 


19 Manual on Plasma and Blood Banks 


VoTED: That the Board of Trustees approve 
the recommendation of the Council on Profes- 
sional Practice and the Coordinating Committee 
that the Manual on Plasma and Blood Banks be 
authorized for publication, subject to approval by 
the Board of Trustees’ Committee on Approval 
of Publications, and reference through the Chair- 
man of the Council on Professional Practice to 
the Chief Medical Officer of the Office of Civilian 
Defense. 


20 Manual on Essentials of Good Nursing Service 


VOTED: That the Board of Trustees approve 
the recommendation of the Council on Profes- 
sional Practice and the Coordinating Committee 
that publication of the revised Manual on Essen- 
tials of Good Nursing Service be authorized. 


21 Revised Manuscript on “Out-Patient Care for 
the Needy” 


VOTED: That the Board of Trustees approve 
the recommendation of the Council on Public Ed- 
ucation and the Coordinating Committee that the 
revised manuscript of “Out-Patient Care for the 
Needy,” as prepared by the Joint Committee of 
the American Hospital Association. and the Amer- 
ican Public Welfare Association, be published in 
HOSPITALS and that sufficient reprints be made 
available to the American Public Welfare Asso- 
ciation and to the membership of the American 
Hospital Association who desire them. 


22 Extension of Time to Complete Convention 
Programs 


VOTED: That the Board of Trustees authorize 
an extension. of at least one month (to March 15) 
in. order that the chairmen of the various coun- 
cils in charge of convention sections and pro- 
grams be enabled to finish the work necessary for 
the completion of their respective programs. 


15 Committee to Consult with Social Security 
Board 


VOTED: That the Board of Trustees approve 
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the recommendation of the Coordinating Com. 
mittee that a committee of five be appointed to 
consult with the Social Security Board in an ef- 
fort to explore further the matter of hospitali- 
zation allowances within the Social Security 
structure, with the distinct. understanding that 
such a committee not commit the Association in 
any respect without Board action. 


It was understood that the President would 
appoint a committee consisting of the three pres- 
ent representatives of the American Hospital 
Association on the Joint Advisory Committee, the 
Executive Secretary, and an additional member 
to represent the Plans. 


Conference on Proposed Federal Legislation 
Affecting Hospital Practice and the Com- 
munity Relations of Hospitals 


The Hospital Service Plan Commission met in 
conference with the Board of Trustees. Presi- 
dent MacLean called upon Mr. E. A. van Steen- 


_wyk, Chairman of the Commission, who asked 


that the Board of Trustees consider the action 
upon proposed Federal legislation to provide hos- 
pitalization allowances within the Social Security 
structure and upon which S. 8. Goldwater, M.D., 
would report. Doctor Goldwater then presented 
a resolution which had been unanimously passed 
by the Assembly of Presidents and Secretaries of 
the State and Provincial Hospital Associations at 
their meeting on February 14, and which had 
the approval of the Commission. 


RESOLVED: 


That the voluntary hospitals of the United 
States, which account for more than 60 per 
cent of all hospital admissions, are a national 
asset of incalculable value. 


That the efficiency of these institutions is 
traceable in large part to their freedom of 
action under local control. 


That the independence of voluntary hos- 
pitals and of hospitals under city, county, 
and other local community control should not 
be jeopardized by federal legislation. 


That programs seeking to widen the use of 
voluntary hospitals, and their more perfect 
adaptation to the needs of the workers of the 
country through voluntary contributory 
plans, merit government consideration and 
support. 


That a full opportunity should be given to 
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the voluntary hospitals of the country, 
through the American Hospital Association, 
to study proposed legislation affecting hos- 
pitals before such legislation is offered to the 
Congress. 


RESOLVED : 


That these resolutions be brought to the 
notice of the President of the United States, 
the Social Security Board, and the members 
of the Congress of the United States. 


The resolution was thoroughly discussed by the 
members of the Commission and the Board. It 
was understood that the Committee would not 
have authority to accept finally for the American 
Hospital Association any legislation that might 
be proposed. The Committee should, of course, 
be in favor of any legislation that is proposed for 
the betterment of the health of the nation. 


RESOLVED: That these resolutions should 
be brought to the attention of any proper 
individuals or groups of individuals at any 
time in the discretion of the committee of 
five as appointed to deal with this matter. 


Change of Printer Authorized 


VoTED: That the Executive Secretary be au- 
thorized to make a change in the printers for the 
Association if in his opinion it be a desirable 
thing to do. 


Request for Re-Establishment of Legislative 
Service 


At the meeting of the Presidents and Secre- 
taries a motion was carried unanimously “that 
the Trustees be informed it was the desire of 
the State Associations to have re-established the 
legislative service previously furnished by the 
American Hospital Association headquarters to 
the State secretaries, and that the group so rec- 
ommended to the Board of Trustees.” 


VoTED: That the Executive Secretary confer 
with the motioner and seconder of the action 
(A. G. Engelbach, M.D., and Major Roger A. 
Greene) and report to the Board what the State 
Associations wanted in the way of legislative 
Service and if it would be possible to furnish it. 


Advisory Legal Assistance to Constituent 
Associations and Institutional Members 


The request of the Presidents and Secretaries 
of the State and Regional Associations “that the 
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action of the District of Columbia Tax Commis- 
sion in resurrecting a 60-year-old law exempting 
only free beds from taxation in voluntary hos- 
pitals be called to the attention of the Board of 
Trustees” and their request “that the Board of 
Trustees take under advisement the matter of 
assistance to the District of Columbia hospitals 
to have this law rescinded,” were considered and 
the advisability of the American Hospital Asso- 
ciation rendering advisory legal assistance in 
individual cases was also discussed. 


VOTED: That the communication from the 
Presidents and Secretaries Conference be re- 
ferred to the Executive Secretary and the Chair- 
man of the Council on Government Relations 
with the request that whatever assistance pos- 
sible be given in this particular instance; fur- 
ther, that a report on the general policy of the 
American Hospital Association rendering advi- 
sory legal assistance to constituent associations 
and institutional members be made at the next 
meeting of the Board. 


Report of the Committee on Approval of 
Blue Cross Plans 


Mr. Frank J. Walter, Chairman of the Com- 
mittee on Approval of Blue Cross Plans, pre- 
sented the “preliminary copy” for the third edi- 
tion of “Approval Program and Standards for 
Approval of Nonprofit Hospital Service Plans.” 
The question of whether a Plan serving a local 
area should be approved when a state-wide plan 
had been established was discussed. 


Mr. Walter presented a report recommending 
reapproval of the sixty-seven. nonprofit hospital 
service plans previously approved, and a report 
recommending first approval of four new plans, 
namely, Associated Hospital Service, Inc., Sioux 
City, Iowa; Associated Hospital Service of Ne- 
braska, Omaha; Northwestern County Hospital 
Service Association, Lima, Ohio; Plan for Hos- 
pital Care, Toronto, Ontario, Canada. 


VOTED: That the reports of the Committee on 
Approval of Blue Cross Plans, submitting sixty- 
seven Plans for reapproval and four Plans for 
first approval, be approved. 


Next Meeting 


The meeting was adjourned at 5:45 p. m. to 
meet in June at the call of the President. 


Respectfully submitted, 


BERT W. CALDWELL, M.D. 
Executive Secretary 
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Attendance at first session of Mid-Year Conference of the American Hospital Association 


Mid-Year Hospital Conferences in Chicago 


The Eleventh Annual Mid-Year Conference of 
the American Hospital Association was held as 
usual in Chicago, the middle of February, with a 
registered attendance of one hundred persons, 
representing twenty-nine states and one province. 
Pennsylvania topped the list with 11 representa- 
tives ; Illinois and Ohio had 9 each; New York had 
7; Missouri, New Jersey and Tennessee had 6 
each; Massachusetts and Minnesota had 5 each; 
Colorado and Michigan 4 each; Indiana, Iowa, 
West Virginia and Texas 3 each; California, Con- 
necticut, Georgia, Kentucky, Maryland and South 
Carolina with 2 each; and the rest with 1 each. 

Interest at the Conference centered around five 
topics: (1) plans and activities of the Associa- 
tion as evidenced in the work of the Councils and 
Committees; (2) proposed hospitalization allow- 
ances in the Social Security structure; (3) hos- 
pital problems in relation to the war effort; (4) 
amendments to the by-laws and their effect on 
membership structure in affiliated state associa- 
tions; and (5) problems of legislation in the vari- 
ous states and provinces. 


Councils and Committees 


The Conference of Presidents, Secretaries and 
Legislative Chairmen of the Regional and Sec- 
tional Associations convened at the Drake Hotel 
at 10 o’clock, Friday morning, February 138, with 
Dr. Robin C. Buerki, Dean of the Graduate School 
of Medicine, University of Pennsylvania, presid- 
ing. The scheduled agenda for this morning ses- 
sion was a discussion of plans and activities of 
the various Councils of the American Hospital 
Association. 

First to report was Doctor Buerki on the Coun- 
cil on Professional Practice. Of particular in- 
terest in this report was the fact that three new 
manuals have just been completed for distribu- 
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tion to the membership: the Manual on Dental 
Care and Dental Internships in Hospitals, the 
Manual on Blood and Plasma Banks, and the new 
Manual on Essentials of Good Nursing Service in 
Hospitals. 


Next to report was Dr. Lucius R. Wilson, su- 
perintendent of the Hospital of the Protestant 
Episcopal Church, Philadelphia, for the Council 
on Hospital Planning and Plant Operation. Out- 
standing in the accomplishments of this Council 
last year was its contribution in preparing the 
Manual on the Physical Protection of Hospitals, 
recently issued by the Medical Division of the 
Office of Civilian Defense as its official Bulletin 
No. 8. In addition to its being published in the 
national hospital journals, sufficient copies will 
be made available for distribution to all members 
of the American Hospital Association. Also of 
considerable interest is the work of the Commit- 
tee on Architectural Plans, which is reviewing 
and assembling sets of worth while plans of hos- 
pitals, wards, private rooms, utility rooms, de- 
livery rooms, etc., to be made available to inter- 
ested members through the Bacon Library. Other 
Committees are also at work in their respective 
fields: the Committee on Ultraviolet Rays is con- 
tinuing its study on the use of these rays as a 
sterilization agent; the Committee on Simplifi- 
cation and Standardization, which completed the 
Manual on Specifications last year, is still at work 
bringing matters up-to-date; and a new Com- 
mittee on Central Supply Rooms is just now get- 
ting under way. 

Dr. Claude W. Munger, director of St. Luke’s 
Hospital in New York, was then asked to report 
on the activities of the Council on Government 
Relations. Some of the more important topics 
discussed in this report were the plans of the 


HOSPITALS 











ms OO mW RR @D ©} BS we est et Ot OK hULThDlhlUmlll lll lum le 


or © Feet et MR et et OD DR ct rs tt COS 


oO *& cS 


6 

















Procurement and Assignment Service in deter- 
mining the possible status of every physician and 
staff member in relation to military, governmen- 
tal and civilian war-time needs, and the recent 
proposals of the Social Security Board for inclu- 
sion of hospitalization allowances in the Social 
Security structure. Other matters briefly touched 
upon were the Committee to Cooperate with Na- 
tional Selective Service for the Rehabilitation of 
Rejected Registrants, and the Committee on Post- 
War Public Works and Work Relief Programs as 
related to voluntary hospitals. It was felt that 
because of the magnitude and probable duration 
of the present armed conflict, and the possible 
effects of this on the political, social and financial 
status of voluntary agencies after the war, the 
American Hospital Association should begin to 
consider now a program of reconstruction for the 
post-war period. 

The Chairman next called on Graham L. Davis, 
hospital consultant of the W. K. Kellogg Foun- 
dation in Battle Creek, Michigan, to discuss briefly 
the activities of the Council on Administrative 
Practice. Mr. Davis sketched briefly the work of 
the various Committees coming under his Council, 
such as the Committees on Personnel, Accounting 
and Statistics, Insurance and Safety, Purchasing, 
Inclusive Rates and Blue Cross Plan Relations. 
He expressed the hope that his Council would 
soon be able to make available a simple set of 
Principles on Employee-Employer Relations in 
Hospitals, a Manual on Training of Lay Personnel, 
a Manual on Food Cost Accounting and some ma- 
terial on safety in hospitals. He spoke briefly of 
a proposed survey of the entire hospital field com- 
parable to similar surveys conducted in England 
recently. He indicated that the Institute on Pur- 
chasing would be held at the University of Michi- 
gan, June 1 to 6, and that the Institute on Ac- 
counting would again be held at the University 
of Indiana, from June 22 to 26. 

Howard E. Bishop, superintendent of the Rob- 
ert Packer Hospital, Sayre, Pennsylvania, re- 
viewed briefly the work of the Council on Asso- 
ciation Development within the last year and dis- 
tributed a Manual on Association Development to 
all those present. He expressed special satisfac- 
tion over the work of the Membership Committee 
under Asa S. Bacon’s direction, and the Library 
Committee, under the chairmanship of Ada Belle 
McCleery. 

Dr. R. H. Bishop, Jr., medical director of the 
University Hospitals, Cleveland, Ohio, was then 
called upon to outline the work of his Council on 
Public Education. He indicated that a joint com- 
mittee had been established with the Hospital 
Service Plan Commission for the promotion of 
public education in the hospital field and ex- 
pressed the belief that work in this direction was 
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progressing satisfactorily. He also indicated that 
the revised principles on Out-Patient Care for the 
Needy, prepared jointly by the American Hos- 
pital Association and the American Public Wel- 
fare Association, had been completed and ap- 
proved and would be published in a forthcoming 
issue of HOSPITALS. He spoke briefly of the 
general plans for the 1942 Hospital Day, particu- 
larly with reference to the national poster con- 
test which is receiving wide acclaim. In this 
connection he also referred to the contribution of 
$15,000 made available by the Simmons Bed Com- 
pany for the making of a moving picture film for 
hospitals. 

Before adjournment of the morning session, E. 
A. van Steenwyk, executive director of the Asso- 
ciated Hospital Service, Philadelphia, and chair- 
man of the Hospital Service Plan Commission, 
was called upon to outline briefly the work of the 
Commission within the last year. The meeting 
was adjourned for the luncheon of the presidents 
and secretaries, at which Dr. Bert W. Caldwell, 
executive secretary of the American Hospital As- 
sociation, was called upon to present briefly mat- 
ters of Federal legislation of importance to hos- 
pitals. 


Proposed Hospitalization Benefit Allowances in 
Social Security 


Of chief interest and concern at the morning 
session was the proposal of the Social Security 
Board to include hospitalization benefits for all 
Social Security participants. The proposal, dis- 
cussed elsewhere in this issue, is briefly that all 
employed persons, old age annuitants and sur- 
vivors with Social Security numbers, their family 
members of dependents, be given partial cash in- 
demnity of $3.00 per day toward hospitalization 
in case of illness, and that all funds necessary for 
such payments be procured through a general 
excise tax on payrolls of persons with Social Se- 
curity numbers, one-half of tax to be contributed 
by the employer and one-half to be deducted from 
the wages of the employee. 


Considerable concern was expressed over this 
proposal and the group, after much constructive 
discussion by Doctors Munger, Goldwater, Buerki, 
Bishop, Bradley, Hedden, Messrs. Hamilton, van 
Steenwyk, Clark, and others, recommended that 
the Board of Trustees of the Association be asked 
to appoint a committee to explore this matter 
further with the Social Security Board. 


Hospitals in the War Effort 


Another problem of interest was the role of 
hospitals in the war effort which was covered at 
the Friday afternoon session in an excellent ad- 
dress (published elsewhere in this issue) by Dr. 
George Baehr, Chief of the Medical Division of 
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the Office of Civilian Defense. Following this ad- 
dress, Oliver G. Pratt, superintendent of the 
Salem Hospital, Salem, Massachusetts, the presid- 
ing officer at the afternoon session, asked for 
questions and discussion from the floor. Many 
specific and pertinent queries were directed to 
Doctor Baehr, who remained to answer each with 
care and precision. 


By-Laws Amendments and Parallel Membership 


Mr. Pratt next called on Dr. Arthur C. Bach- 
meyer, director of the University of Chicago Clin- 
ics, and chairman of the Committee on By-Laws, 
to outline briefly the problems of membership 
arising in affiliated state associations in conse- 
quence of by-laws amendments recently adopted 
by the American Hospital Association. The gist 
of the discussion was that inasmuch as the Amer- 
ican Hospital Association requires that member- 
ship in an affiliated state association coincide with 
the membership of the American Hospital Asso- 
ciation in that area any amendments to the by- 
laws of the American Hospital Association affect- 
ing the membership structure should likewise be 
adopted into the by-laws of the affiliated state 
association. In consequence of this discussion a 
motion was passed to the effect that the group 
present endorsed the principle of parallel mem- 
bership and authorized the Council on Associa- 
tion Development to proceed accordingly in its ne- 
gotiations with affiliated state associations. 


State Legislation 


The Conference convened again Saturday morn- 
ing, February 14, with Arden E. Hardgrove, su- 
perintendent of the Norton Memorial Infirmary, 
Louisville, Kentucky, in charge. Although the 
topic of Social Security hospitalization payments 
was again introduced and discussed, the meeting 
was devoted primarily to problems of legislation 
in the various states. Each representative was 
called upon to review briefly any matters of leg- 
islation in his area which are of particular sig- 
nificance to hospitals. Probably the most dis- 
concerting piece of legislation was reported for 
the District of Columbia, where an old law of 
some sixty years back has been revived, in con- 
sequence of which hospitals in that section are 
now required to pay substantial taxes. Another 
law of considerable interest and significance is 
the new hospital licensing law of the State of 
Minnesota. Mr. Stasel revealed the interesting 
fact that the Law School of the University of 
Minnesota has been called upon and has been co- 
operating effectively with, the Minnesota Hos- 
pital Association in the research and preparation 
of bills concerning the hospital field. Other laws 
were reported upon briefly, dealing, as usual, with 
such matters as hospital liens, ete. The meeting 
was adjourned at 12:15 o’clock. 


Concurrent Meetings and Activities 
Among the Committees and groups meeting 








Members of the Coordinating Committee of the American Hospital Association 


Seated, left to right: Howard E. Bishop; James A. Hamilton; Dr. R. H. Bishop, Jr.; Dr. Claude W. Munger. Standing, left 
to right: E. A. van Steenwyk; Graham L. Davis; Dr. Basil C. MacLean; Dr. Lucius R. Wilson; Dr. R. C. Buerki; and Arnold 


F. Emch, secretary. 
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concurrently during the Mid-Year week were the 
Councils on Government Relations, Hospital Plan- 
ning and Plant Operation, and Administrative 
Practice, and the Library Committee, on Wednes- 
day, February 11; the Committee on Coordina- 
tion of Activities and the Board of Trustees Hos- 
pital Service Plan Approval Committee on Thurs- 
day, February 12; the Joint Committee of the 
American, the Catholic and the American Protes- 
tant Hospital Associations, and the Executive and 
Credentials Committtees of the American Col- 
lege of Hospital Administrators on Friday, Feb- 
ruary 13; and the Hospital Service Plan Com- 
mission and the Board of Trustees on Saturday, 
February 14. 


On Friday evening, the Board of Trustees of 





the American Hospital Association held its an- 
nual Mid-Year Dinner in the Ballroom of the 
Drake Hotel, with an attendance of more than 
one hundred persons. This dinner was as usual 
a most enjoyable and informal get-together, at 
the conclusion of which there was a brief “pre- 
view” of the new National Hospital Day record- 
ing which is to be made available to all hospitals 
and interested hospital groups for use on Na- 
tional Hospital Day. 

The Committee on Mid-Year Conference, com- 
posed of Dr. Robin C. Buerki, Chairman, S. Haw- 
ley Armstrong, Secretary, Arden E. Hardgrove, 
and Oliver G. Pratt, is to be congratulated on the 
planning and conduct of the 1942 Mid-Year meet- 
ing, which, in the opinion of those present, was a 
most valuable, stimulating and congenial session. 
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The National Conference of Hospital Administrators 


The National Conference of Hospital Admin- 
istrators had their Seventh Annual meeting at 
Chicago, February 13 and 14, at Provident Hos- 
pital. The membership of the conference is com- 
posed of colored hospitals on the approved list of 
the American College of Surgeons. Meeting con- 
currently with the administrators were execu- 
tives of schools of nursing from these and other 
hospitals. The theme around which much of the 
discussion of the conference centered was Na- 
tional Defense and the place of our hospitals dur- 
ing the emergency. The problem of the accelera- 
tion of the medical school curriculum in order to 
increase the available number of doctors and the 
question of the growing shortage of Negro doc- 
tors and nurses were discussed. Plans were sug- 
gested to help hospitals meet this shortage with- 
out jeopardizing the care of patients during the 
emergency. 


The conference went on record condemning the 
attitude and prejudicial thinking of Surgeon-Gen- 
eral James C. Magee as regards Negro personnel 
in the Medical Corps of the United States Army, 
and also urged creation of a Negro base hospital 
unit. , 


E. R. Carney, superintendent of Parkside Hos- 
pital in Detroit was elected Chairman to succeed 
A. W. Dent, formerly superintendent of Flint- 
Goodridge Hospital in New Orleans; Mrs. Ethel 
Frazier, superintendent of People’s Hospital in 
St. Louis, was elected Vice-Chairman to succeed 
Dr. H. M. Minton, medical director of Mercy 
Hospital of Philadelphia, and J. L. Procope, pres- 
ent superintendent of Flint-Goodridge Hospital, 
succeeded Dr. John Lawlah, dean. of Howard Uni- 
versity Medical School, as Secretary-Treasurer. 
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The following is a complete program of the 
conference: 

ROUND TABLE DISCUSSION ON PROBLEMS OF THE 

ADMINISTRATION 
Dr. Herman Smith, Medical Director, Michael Reese 
Hospital, Chicago 
SUMMARY OF THE DRAFT SITUATION as It Af- 
fects the Supply and the Demand for Phy- 
sicians 
Dr. Edward L. Turner, President, Meharry Medical 
College, Nashville 
HOSPITALS IN THE NATIONAL DEFENSE, Base 
Hospital Units, Emergencies of the Black- 
Out 
J. Dewey Lutes, Superintendent, Presbyterian Hos- 
pital, Chicago 

PANEL DISCUSSION: 

NURSING AND NATIONAL DEFENSE 

Miss Harriet Fulmer, Cook County Hospital 

CIVILIAN DEFENSE, “The Negro Nurse and the 

American Red Cross” 
Miss Ada Crocker, Chairman, Illinois State Nursing 
Council 
HOSPITALIZATION FOR NEGROES IN THE DE- 
FENSE PUBLIC WORKS PROGRAM 
William J. Trent, Jr., Federal Works Agency 
CENTRALIZED AND DECENTRALIZED HEALTH 
CENTERS 
Dr. John B. West, Medical Director, Provident Hos- 
pital, Chicago 
PANEL DISCUSSION ON HOSPITAL DEPARTMENTS | 
AND SERVICES: 

“Medical Records,” Mrs. Louise Bell; “Social 
Service Responsibility in the Hospital,’ Mrs. 
Zephyr H. Stewart; “Housekeeping Organiza- 
tion,” Mrs. Mary B. Anderson, and “Purchasing,” 
Frederick Byrd, all of Provident Hospital, Chi- 
cago. 

The next meeting of the conference will be in 
Detroit, Michigan. 
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Care and Disposition of the Corpse 


dling and disposition of a corpse is very nearly 

a branch of the law in itself, and thus im- 
poses upon the hospital administrative group a 
problem which must be given careful considera- 
tion. Fortunately for the hospitals, few of them 
have been involved in litigation concerning this 
subject. However, of necessity there arise prob- 
lems from time to time which make it necessary 
for the hospital staff to call upon knowledge of 
principles of the law relating to cadavers. It is 
thought that while familiarity with the general 
principles is to be presumed, still, an understand- 
ing of the reasons behind the more important of 
these principles may be of some assistance. 


Tu manner of the care and treatment, han- 


Right of Disposition of the Body 


A dead body, as such, is an object which is not 
subject to ownership, but merely to control by 
way of a right of disposition. Thus, the surviv- 
ing spouse does not, in the eyes of the law, own 
the body of the deceased, but he or she is vested 
with the right to control the burial, cremation, 
or other disposition of the body. It follows, then, 
that any interference by a person, or persons, 
with that right of disposition, or control, consti- 
tutes a wrong for which redress may be sought 
in a court of law. So, it becomes apparent that 
the primary concern of the hospital is to do noth- 
ing with respect to the corpse which could be con- 
strued as an unwarranted interference with the 
rights of a surviving spouse, or with the rights 
of the next of kin, who are entitled to disposition 
in the absence of the surviving husband or wife. 


The type of action arising in these cases is one 
wherein the aggrieved husband, wife, brother, 
sister or other relative sues, basing the claim for 
damages upon interference, and claiming an in- 
jury to the sensibilities, or mind of the person 
suing; in short, the action proceeds upon the act 
of the defendant in causing grief or mental dis- 
tress to the person bringing the suit. 


The amount of damages awarded is usually not 
large—from $150 to $1,500—but the unfavorable 
publicity and the time and inconvenience of de- 
fending such suits are factors which demand that 
the hospital avoid, by all reasonable means, any 
possibility of doing something which may give 
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rise to such a law-suit. Then, the attendant un- 
favorable publicity of such proceedings works 
nothing but harm to the prestige of the institu- 
tion within the community, and injures the pro- 
fessional reputation of the persons responsible 
for the act which gives rise to the suit. 


Interference With the Right of Disposition 


As to what is said to be interference with the 
right of disposition: It has been held that the 
(1) wrongful performance of an autopsy; the (2) 
unnecessary mutilation of the corpse (as when 
permission is granted to perform an autopsy, only 
the incisions necessary to that operation should 
be made); and, (3) refusal to surrender the 
corpse upon proper demand. The steps necessary 
to secure consent for the autopsy are too well 
known to require comment here. It suffices to 
state that extreme care should be used by every 
person concerned to see that local statutory re- 
quirements are followed in such cases. As to the 
surrender of the corpse, this should be done as 
soon as may be practical and to the person or 
persons selected by the surviving spouse, or next 
of kin. 


The lack of case material involving suits against 
hospitals indicates that these institutions use con- 
siderable care with respect to the bodies of pa- 
tients. However, the need for vigilance con- 
tinues, and this vigilance can best be demon- 
strated by thorough knowledge of the statutes of 
the particular state, as well as by knowledge of 
the decisions of the courts of appeal of the state 
wherein the hospital is located. Further, the re- 
quirements of the law should be followed as 
strictly as may be possible, having regard for any 
peculiarities of the problem, such as time, dis- 
tance, and availability of the surviving spouse, 
or next of kin, with whom negotiations must be 
conducted in obtaining consents for autopsies, for 
final disposition of the corpse. 


Disposing of Amputated Members of a Patient 


A question has lately arisen dealing with the 
responsibility of a hospital in disposing of ampu- 
tated members of a patient. In the specific case 
an arm was amputated, the hospital attendants 
making routine disposition of the member. Sub- 
sequently, inquiry was projected by the patient, 
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and it was then learned as to how the arm had 
been disposed by the hospital. Suit was threat- 
ened, no doubt proceeding upon the theory that 
the patient had suffered mental grief or distress 
upon acquiring knowledge that his arm had not 
been laid away with some evidences of dignity. 


Search of the authorities disclosed no cases in: 


point, so that a prediction could not be made 
safely as to how a court might treat such litiga- 
tion. However, in order to guard against repeti- 
tions of this instance it would seem advisable for 
hospital authorities, in cases involving amputa- 
tion, to determine what preference, if any, the 
patient may have for disposition of the member. 


It is not likely that any hospital can be incon- 
venienced by litigation if close adherence is had 
to the rules of law of the state in which the hos- 
pital is located. As to those problems to which 
there does not appear to be a dependable answer 
it is wise for the hospital authorities to obtain 
advice of counsel, thereby providing a safeguard 
against conduct which otherwise might lead to a 
painfully damaging lawsuit. 


ining 


A Recent Decision 


White v. Executive Committee of Baptist Con- 

vention, (Ga.) 16 S. E. (2) 605. 

Plaintiff, a patient in a hospital operated by de- 
fendant, was admitted for the delivery of her 
child, and was given a drug. It was alleged that 
while she was rendered unconscious by this drug, 
certain, attendants of the hospital negligently and 
carelessly allowed her head to strike some hard 
object, thus permitting her to receive injuries 
which took the form of lumps on her head. Plain- 
tiff offered no proof of a circumstantial nature 
which would indicate that her head had come into 
contact with any object which could have caused 
the lumps. Therefore, the court below entered 


an order nonsuing the plaintiff, which order was 
affirmed upon this appeal. 


Upon the appeal, the higher court refused to 
permit application of the doctrine of res ipsa 
loquitur, saying: 


“. . We do not think the doctrine of res 
ipsa loquitur, as contended by the plaintiff, is 
applicable to the facts of this case and con- 
sequently proof that three knots arose on the 
head of a patient after she became and dur- 
ing the time she was an inmate in the hos- 
pital for childbirth, that she was unconscious 
a part of the time, that she suffered a severe 
pain in her head after the birth of the child, 
and that she temporarily partially lost the 
use of her arm, would not without more, es- 
tablish the fact that the hospital was negli- 
gent in allowing the patient’s head to strike 
something, such as a part of the bed, or the 
floor. Especially is this so where the plain- 
tiff’s physician gave it as his professional 
opinion that the knots were the result of 
eczema, that among other things the fluid 
that came out of the knots was not such as 
would have come from them had they been 
caused by a blow, and that they were not the 
result of a blow or any injury; that the head- 
aches complained of frequently followed 
childbirth and in his opinion were not the 
result of a blow, and that the arm trouble 
was common in childbirth cases and was not 
the result of any injury.” 


It is certain that this case failed because of 
lack of proof as to how the supposed injury was 
received. However, recovery has been possible in 
cases of this kind where the testimony was only 
slightly stronger, and where the nature of the 
injury itself was evidence that the hospital at- 
tendants had been guilty of some dereliction of 
duty in properly handling the patient. 





Court Upholds Right of a Hospital to Decide Eligibility of Doctors to 
Use Its Operating Room 


The State Court of Appeals of Kentucky upheld 
the right of the Good Samaritan Hospital of Lex- 
ington, Kentucky, to bar physicians and surgeons 
from the use of its operating room. In dismiss- 
ing the plea of Dr. O. T. Hughes for an injunction 
compelling the hospital to let him perform opera- 
tions there, the Court of Appeals, in an opinion 
by Commissioner Charles H. Morris, said the 
“high standing” of Doctor Hughes “is not at all 
questioned” in the case. The Court found, how- 
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ever, the hospital was a private institution and 
Doctor Hughes had no vested right to practice 
there if hospital officials decided against him. The 
high court said that a commissioner appointed by 
the Circuit Court had found the prohibition 
against Doctor Hughes a “general practitioner,” 
came because he “invaded the field of the special- 
ist by performing certain operations which are 
under the rules usually performed in the hospital 
by surgeons classified as specialists.” 


79 











Community Education 


May 12 is the one day in the year set aside to 
recognize the work of our hospitals. It is the 
one time when you have the advantage of national 
publicity in helping you educate the citizens in 
your community. It is the one time when you can 


ethically publicize your hospital. And, there is 


no better way to gain friends for the hospital than 
to tell them of the services you are rendering to 
the community. 


The public in general is not familiar with the 
work of the hospital and very few people are 
familiar with the meaning and purpose of Na- 
tional Hospital Day. The Day offers the person- 
nel of every hospital throughout the United States 
and Canada an opportunity to inform the public 
about the services they are rendering, and thus 
gain good will and support. 


The National Hospital Day Committee of the 





A MODERN NIGHTINGALE 
Under wartime blackout in the hospital 


Planning Ahead for National Hospital Day—May 2 


Council on Public Education of the American Hos- 
pital Association is issuing a booklet to aid you 
in planning your programs. The booklet will con- 
tain material for radio talks, newspaper aritcles, 
civic club talks, and other activities. It may be 
obtained by writing to the American Hospital 
Association. 


Do You Want Visitors? 


If you welcome inspection of your hospital on 
May 12, be assured that your public will accept 
the invitation. 


Too Busy for Visitors? 


You can still take advantage of the favorable 
public attitude created for your hospital on Na- 
tional Hospital Day. 


In either case, pre-planning is required, and 
the best time is NOW. 


When to Begin 


Civic clubs plan their programs months in ad- 
vance, radio stations allot their time many weeks 
in advance, your local theaters schedule their films 
weeks in advance. Therefore, you should begin 
your contacts earily if you expect to obtain re- 
sults. You will find everyone willing to cooperate 
with you if you will contact them early enough, 
but they cannot change their programs at the last 
minute however much they might wish to pay 
tribute to their hospitals. 


To be effective your public relations program 
should be planned now. 


Literature Available 


Upon request, your state chairman or the Na- 
tional Hospital Day Committee will supply you 
with any of the following material: 


Radio Scripts—15 minute programs 
Poster Competition Announcements 
Planning Ahead Folders 

National Hospital Day Booklets 


How to Organize 
To organize your personnel into committees for 
the planning of an outstanding National Hospital 
Day program is the first step. 
You should have committees to take charge of 
Newspaper Publicity; Radio Publicity; Invita- 
tions; Decorations on May 12; Exhibits; Special 
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Program for May 12; and to contact Churches, 
Civic Clubs, Schools and Business Firms. There 
may be other committees or subcommittees which 
you will want to add but the above should be the 
minimum. 


Your Coordinating Committee should be com- 
posed of the chairmen of your other committees. 
Check all suggestions which can be used and as- 
sign them to the appropriate committee. Your 
organizational work completed, each committee 
should begin immediately to work out the details 
of its assignment. The Coordinating Committee 
should meet as often as is required, but it should 
not be necessary to have more than two meetings 
of the entire group. 


It is suggested that you place a representative 
of your local Blue Cross Plan on your Coordinat- 
ing Committee. The Plan may be able to lend 
you needed man-power in busy times of prepara- 
tion, and through contacts may be able to aug- 
ment your efforts. 


Awards of Merit Offered 


This year, five Awards of Merit will be 
granted; one to a hospital in a city of 15,000 or 
less inhabitants; one to a hospital in a city of 
15,000 to 99,000 inhabitants; one to a hospital in 
a city with 100,000 or more inhabitants; one to a 
group of hospitals for city-wide observance of 
National Hospital Day; one to a state association 
for state-wide activity. In each of the five groups, 
the awards will be based upon general observance 
of National Hospital Day. 


> 


Radio Scripts and Transcriptions Are 
Available for Hospital Use 

The National Hospital Day Committee has col- 
laborated with the Council on Public Education in 
the production of a radio program which salutes 
the hospitals of the Nation. The title is “In This 
Day of Battle” and the electrical transcription 
pays tribute to the foresight and planning of the 
voluntary hospitals in preparation for the extra 
demands arising out of war and defense work. 
The record of the program is about twelve min- 
utes in length, and is of the “open end” type, so 
that the local hospital can add three minutes of 
pertinent comment to the end of the quarter- 
hour program. Radio stations are glad to con- 
tribute a share of their public service time to the 
hospitals, and through the use of the transcrip- 
tion a “ready-made” program is available without 
casting, rehearsal, and production. 


A “rehearsal” of the record was played before 
the presidents and secretaries of the state and 
provincial associations at the Mid-Year Confer- 
ence of the American Hospital Association, and 
was very favorably received. As a result of sug- 
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gestions made by hospital administrators at the 
time, many improvements have been made in the 
script and the record now offered is of superior 
quality. It should be noted that this record is not 
for phonograph use, but is a radio transcription, 
playable at 33 r.p.m., is sixteen inches in diameter 
and is suitable only for radio, or for use on a spe- 
cial machine adapted to such requirements. 


Mimeographed scripts of the program are also 
available upon request. Hospitals interested in 
obtaining the record or the script are asked to 
write the National Hospital Day Committee, 18 
East Division street, Chicago. 





NON-WINNER WINS TOO 


“You won’t find * Hospital listed among 
the winners of National Hospital Day Awards, but 
we were winners nevertheless. We started planning 
early in the year for an outstanding observance. We 
believe in public education and welcome May 12 as 
a good day on which to concentrate an ethical public 
education program. 

“It wasn’t just that a large number of people 
visited our hospital and showed an interest and 
actual delight at sight of our rooms and equipment. 
We gained a lot more than the good will we infused 
into our visitors. The Day built up the morale of our 
persnonel. It’s a sort of dress parade, a chance to 
thrust out our chests and be proud of our surround- 
ings, our health-giving work and ourselves. 

“That’s why I say, ‘We’re winners too.’ ” 

Hospital Administrator 


*Name on Request. 





National Hospital Day Committee 


Albert G. Hahn Evansville, Ind. 


‘Mrs. Albert G. Hahn 
Vice-Chairman 


Reo Behan, ED oe eve Seceie rages Cleveland, Ohio 
Edgar Blake, Jr Chicago, IIl. 
Thomas F. Clark San Francisco, Calif. 
Graham L. Davis Battle Creek, Mich. 
Teofilo de Almeida, M.D........... Rio De Janeiro, Brazil 
Be ME Pranstan MAD. sss oe icedecseceewouns Atlanta, Ga. 
i Washington, D. C. 
Detroit, Mich. 
Saskatoon, Sask., Can. 
Chicago, III. 

New Haven, Conn. 
Philadelphia, Pa. 
Florence King St. Louis, Mo. 
Felix Lamela San Juan, P. R. 
Malcolm T. MacEachern, M.D............... Chicago, Il. 
Ray F. McCarthy St. Louis, Mo. 
Basil C. MacLean, M.D......... 2.08.00. Rochester, N. Y. 
Alden B. Mills Chicago, Il. 
Barney N. Morgan Trujillo, D. R. 
Honolulu, T. H. 

Duluth, Minn. 

Mrs. Meta Pennock Newton ' Farnwood, N. J. 
Thomas Ry Panton; MED... 252. cccccdiwss Chicago, Il. 
Mary M. Roberts New York, N. Y. 
C. Rufus Rorem Chicago, Ill. 
Sister M. Reginald Cadillac, Mich. 
Homer F. Sanger Chicago, Ill. 
Rev. Alphonse M. Schwitalla, S.J........... St. Louis, Mo. 
E, A. van Steenwyk Philadelphia, Pa. 


Evansville, Ind. 


Leonard P. Goudy 
George J. Hooper 
James A. Hamilton 
John N. Hatfield 
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Price Trends of Hospital Commodities 
McGill Commodity Service, Inc., Auburndale, Massachusetts 


Sponsored by the Committee on Purchasing of the Council on Administrative Practice 


matter to be lulled into a state of false 

security by simply reading the censored 
headlines of the press. Hence, some quarters 
question the necessity of inaugurating the dras- 
tic regulations pertaining to armament produc- 
tion, curtailed civilian output, standardization, 
rationing, etc. The only reason for such an atti- 
tude is that many individuals are not fully awake 
to the fact that the United States is engaged in 
a World War that will end with either the abolish- 
ment of totalitarianism or the termination of de- 
mocracy. The records cannot be altered: Germany 
has annexed thirteen countries in Europe, and 
while now in retreat in Russia, she has lost only 
25 per cent of the Russian territory captured last 
fall. Japan can boast of an unbroken chain of 
military successes, and today has a strong foot- 
hold in the Far East including Malaya, Thailand, 
Singapore, and the Dutch East Indies. Even the 
Burma Road is in danger of being cut off. 


Sm in our homes and offices, it is an easy 


Those are facts that must be faced. However, 
the situation is not without its bright spots. China, 
considering its lack of military equipment, has 
accomplished a marvelous job, and after four 
years of terrific Japanese conquest is holding the 
enemy in abeyance. Russia successfully defended 
Moscow and since the turn of the year, has taken 
the offensive. Obviously, because of geographical 
elements, China and Russia must carry the brunt 
of this war, particularly during 1942. 


The real task that confronts the United States 
is to stimulate the production of war goods and 
ship them to Russia and China in sufficient volume 
to put the Allies on a basis that exceeds Axis pow- 
ers. That is our only hope. It is a mistake to 
proceed on the premise that, because we have 
the natural resources, money, and labor, this war 
cannot be lost. The experience of the past two 
years is mute testimony to the necessity for dis- 
carding so-called orthodox economic principles, 
and concentrating on ways and means of obtain- 
ing full armament production as quickly as pos- 
sible. In a word, nothing will stand in the way 
of war output. Therefore, it is no use to grumble 
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over rationing, shortage of tires, taxation, and 
the inevitable lowering in the standard of living. 
Clients must recognize the changing tide and row 
with the new economic era. Changes chronicled 
during the past few months are only a drop in 
the bucket compared with the radical develop- 
ments which are inevitable as the armament pro- 
gram really begins to unfold. Dispel any idea of 
an early peace, as under the most optimistic con- 
ditions the war appears destined to last another 
two years and may be prolonged for a period of 
four to five years. 


The best brains and ability in the country are 
handling the Herculean task of shifting industry 
to war production. The plans adopted sound good 
and are impressive on paper. However, to reach 
the goals originally set will require miraculous 
industrial planning. This is perhaps best illus- 
trated by noting that more than 77 billion dollars 
have been appropriated for the war program, 
and yet total disbursements up to January 15 
were little more than 16 billions. Monthly expendi- 
tures have crossed the two-billion dollar mark but 
must jump to between four and five billions 
monthly by the summer period. Remember, it is 
not just a question of spending in volume, but 
rather a problem of converting industrial capacity 
from one product to another. This cannot be 
accomplished over night and the next three to six 
months must be devoted to reorganization, retool- 
ing, rearrangement, and the installation of new 
equipment which is so essential to the production 
of armament materials. 


The point is, there is a vast difference between 
the basic mechanism that produces an automobile 
and that of a tank. The national labor force is 
estimated at 53,300,000, and last December ap- 
proximately 3,700,000 were unemployed. There 
is bound to be some “conversion unemployment” 
but that is entirely a temporary phase. By next 
May there will be a pronounced shortage of labor, 
particularly of the skilled type. Our studies show 
that when the shift to war production is completed 
and production is in full swing, it will be neces- 
sary to mobilize many millions of workers. The 
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approximate four million people now out of work 
will be quickly absorbed, and between six and 
seven million workers must be drawn from the 
ranks, which means that increasing numbers of 
women will be taken into industry by early sum- 
mer. While we do not anticipate any drafting of 
labor, yet we are cognizant of the tremendous 
labor problem which will confront industry when 
full production, is under way. 


All Commodities 


The price control bill is now water over the 
dam, but there are rapids and more falls ahead. 
Since the outbreak of the war in September 1939, 
the McGill Index of All Commodities has advanced 
47 per cent; the industrial group is up 31 per cent; 
agricultural, 65 per cent, and livestock, 91 per 
cent. Individual groups showing the greatest per- 
centage increase consist of coarse textiles, 94 per 
cent; vegetable oils, 118 per cent; hides and 
leather, 41 per cent; paper and pulp, 30 per cent, 
and fine textiles, 75 per cent. Spreading price 
ceilings will without question automatically check 
the upward price movement. Mounting taxation 
is also a brake on inflationary characteristics. 
However, there are some basic forces that should 
be constantly borne in mind: First of all, it is 
exceedingly difficult to hold prices down when 
the supply of goods is limited. Secondly, the price 
control bill is by no means foolproof, as there is 
a lack of correlation between price ceilings, wage 
rates, and transportation costs. It is a foregone 
conclusion that the underlying trend of wage rates 
is upward, which is likewise true of general costs 
and transportation rates. 


Clients must also recognize the obvious fact 
that when production is curtailed as in the case 
of civilian goods, the unit cost advances. Last, 
but by no means least, the Treasury act which 
accompanied the price control bill may prove to 
be extremely inflationary in character. There is 
a strong prospect that later on the Federal Re- 
Serve Banks will print money in volume in ex- 


change for non-negotiable, non-interest-bearing 
United States Government bonds from the Treas- 
ury. That is something extremely important and 
should not be overlooked. 


Briefly, the unlimited national debt, the fact 
that the cost of this war will probably exceed 
150 billions of dollars, and record-breaking em- 
ployment and purchasing power form a nucleus 
that will inevitably force commodity prices up- 
ward, particularly from a long-range standpoint. 
Nothing has been noted since tne turn of the year 
which warrants any change in the prediction that 
commodity prices during 1942 will advance at a 
minimum of 10 per cent. Hoarding and unneces- 
sary inventories will not be tolerated; sound 
protective coverage is not only practical but is 
encouraged. In summary, the price control bill 
has dammed up the price rise temporarily but 
the dam is bound to leak and overflow as time 
progresses. 


Drugs and Chemicals 


The composite Index of Drugs and Chemicals 
weakened during the month, reflecting the ceiling 
price on quicksilver which was substantially under 
the high levels prevailing earlier in the year. Gen- 
erally speaking, supplies of drugs and chemicals 
are not abundant in terms of indicated consump- 
tion. The goal is a standing army of around four 
million, men, and that simply means that the Gov- 
ernment will be active in purchasing drugs and 
medicinal products in volume. Fundamentally, the 
underlying trend of prices is inescapably upward. 


Paper Products 


The goal this year in paper products is an 
aggregate production of 25,000,000 tons of all 
types of paper. This is impressive but remember 
the Government will absorb at least 30 per cent 
of the total output. The underlying trend of pro- 
ducing costs is moving upward and this is bound 
to result in price revisions upward in ceiling 
levels. We predict that the next important price 


McGILL MONTHLY WHOLESALE PRICE INDEX FOR HOSPITALS 
(1926=100) 
Feb. Feb. Feb. Feb. Feb. Feb. Feb. 
1935 1936 1937 1938 1939 1940 1941 


ALL COMMODITIES ‘ 72.6 74.4 84.6 71.7 68.4 71.3 75.4 


Drugs and Chemicals . 73.3 714 1708 689 701 £808 1785 
Paper Products ‘ 81.2 80.5 83.6 980 905 924 971 
Cotton Goods 87.7 738 95.5 699 720 821 87.8 
Surgical Dressings : 83.3 791 812 70.4 688 743 1743 

74.3 71.1 88.5 92.3 81.3 103.3 94.4 

13.4 67.7 87.7 615 52.1 559 55.1 

79.9 85.0 828 67.9 781 69.7 91.7 
Fresh Fruits ’ 78.6 628 794 506 57.2 606 56.9 
Canned Vegetables 93.4 845 83.0 762 65.9 662 663 
Canned Fruits : 80.0 711 75.6 802 672 67.6 64.7 
Dairy Products : 79.0 814 741 688 70.8 172.0 
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move will materialize in the third quarter of the 
year. Another important angle to keep in mind 
is the growing problem surrounding transporta- 
tion. It is a foregone conclusion that our internal 
transportation system will be taxed to the utmost 
when the defense program really begins to un- 
fold. When. all factors are considered, abnormal 
conditions are bound to prevail for an indefinite 
period, and there is no alternative other than a 
protective purchasing policy. 


Cotton Goods 


Government buying is taking an increasing 
portion of our total finished cotton goods output. 
Cotton duck production is now completely under 
government control and a reserve of osnaburgs 
is being built up. Domestic civilian cotton con- 
sumption this year will reach record proportions 
because of the restriction on other textiles involv- 
ing silk, rayon, and wool. While war term minor 
price fluctuations are indicated, yet, basically, 
another period of gradually rising prices is in 
prospect later in the year. In a word, a tight 
supply situation is inevitable. 


Fuels 


While the price trend of fuels has remained sta- 
ble, the underlying situation is somewhat critical. 
There are ample supplies of bituminous, but the 
threat to colliers operating on the Atlantic Sea- 
board has restricted the movement northward, 
while the pressure on freight traffic from a number 
of areas where war production. has gathered con- 
siderable momentum will speed the imposition of 
priorities on railroad freight space even before the 
crops begin to move next summer. As there are no 
restrictions on inventory building of fuels, stock- 
piles should be held at a maximum. The fuel oil 
situation is not reassuring as many tankers have 
already been destroyed and deliveries slowed up. 
Stocks are diminishing in consuming areas and 
increasing in producing areas. East Coast oil 
companies have been permitted to pool their re- 
sources as a war-time emergency measure in order 
to help one another in supplying essential cus- 
tomers. The situation will be even more critical 
by next fall. Likewise, in the case of gasoline, 
the principal disturbing factor is the inadequate 
supply of tanker space. A rationing program 
similar to that devised for Canadian consumers 
seems likely to affect non-essential civilian con- 
sumption by the summer period. 


Groceries 


The Index of Wholesale Grocery Prices issued 
by the National American Wholesale Grocers 
Association, shows that during the past year 
prices have climbed 37 per cent. This is based 
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on a list of 30 items which represent 23 types 
of grocery products. In January the average 
price of 17 items increased, two declined, and 
eleven remained unchanged. Alaska peas and 
No. 2 Southern tomatoes showed the largest in- 
crease as compared with December, amounting 
to 13 and 11 per cent respectively. Cod fish, cot- 
tonseed oil, cheese, tea, rice, lima beans, and 
standard peas, and lard averaged from 7 to 9 
per cent higher. Higher prices compared with 
a month ago were also noted in coffee, sugar, 
prunes, flour, and oats. 


Dairy Products 


The Index of Dairy Products has shown a defi- 
nite disposition to weaken which is ahead of the 
usual seasonal reaction. A check-up reveals that 
production has exceeded consumption, and cold 
storage holdings stand materially above year- 
earlier figures as well as the previous five-year 
average. Considerable free butter has been re- 
ported in the Argentine but imports will be lim- 
ited by the scarcity of cargo space. Prices of 
cheese are now hovering around a seasonal high 
point. The program calls for record-breaking 
production of milk, butter, and cheese in 1942. 
Cold storage holdings are radically above the 
normal complement, and that situation exists 
despite heavy purchases by the Government for 
lend-lease purposes. Egg prices have also been 
under more pressure despite heavy Government 
purchases. The statistical position is relatively 
unsatisfactory as the supply-to-demand ratio 
appears unbalanced. Seasonal forces are bound 
to create some price weakness in dairy products 
by the early spring period. 


Miscellaneous 


Emphasis this month should be placed upon 
the canned goods situation. Due to the necessity 
of conserving tin, the supply of tin cans must 
be cut down. However, the canned vegetable 
packs will increase sharply under Government 
influence. The goal is 78,000,000 cases of peas 
and tomatoes against 62,700,000 cases last year. 
This does not tell the whole story. Out of the 
total pack the Government will absorb as fol- 
lows: Asparagus, 44 per cent of the 1942 pack; 
lima beans, 22 per cent; stringless beans, 21 per 
cent; peas, 38 per cent; corn, 18 per cent; to- 
matoes, 30 per cent; tomato juice, 14 per cent; 
apples, 32 per cent; red sour pitted cherries, 27 
per cent; sweet cherries, 25 per cent; peaches, 
23 per cent; pears, 26 per cent; pineapple, 25 
per cent; fruit cocktail, 16 per cent. Funda- 
mentally, the underlying trend of the cost of all 
types of food is destined to move slowly yet 
steadily upward. 
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Blue Cross Plan News 


Blue Cross Plan Payments to Member 
Hospitals 


The Hospital Service Plan Commission and the 
Board of Trustees of the American Hospital Asso- 
ciation unanimously approved on February 14, 
1942, the general statement and principles set 
forth in the following paragraphs which origi- 
nated with the Committee on Blue Cross Plan 
Relations of the Council on Administrative Prac- 
tice, and which were approved by the Committee 
on Coordination of Activities of the American 
Hospital Association. 


Principles Governing Payments by Blue 
Cross Plans to Member Hospitals 


Blue Cross Plans and voluntary hospitals are 
community service institutions with a common 
objective, namely, to make available and actually 
provide necessary hospital care for the sick and 
injured by nongovernmental community effort 
and enterprise. The value of the self-help prin- 
ciple in building individual, community, and na- 
tional morale are obvious to the citizens of a 
democracy. 


Member-hospitals of Blue Cross Plans guaran- 
tee service to subscribers during the periods of 
the subscription agreements. This “hospital guar- 
antee” arises from the generally accepted fact 
that voluntary hospitals have a public responsi- 
bility for the distribution of their services in ac- 
cord with need rather than mere ability to pay. 


The following principles governing Blue Cross 
Plan payments to member hospitals have been 
formulated with due regard to the purpose and 
status of the voluntary hospital system and the 
social purposes of Blue Cross Plans. 


1 Blue Cross Plans offering semi-private 
and ward services should expect to pay the 
hospitals the per diem operating costs of the 
services received by subscribers under their 
contracts, as hereinafter qualified. 


Hospital Accounting and Statistics, published 
by the American Hospital Association, defines the 
term “operating costs” as including salaries, sup- 
plies, purchased services, and replacements of 
equipment, but excluding taxes, rent and interest 
and depreciation on the value of land and 
buildings. 

2 Variations in hospital costs may be rec- 
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ognized by Blue Cross Plans only to the ex- 
tent that accounting and professional anal- 
ysis reveals them to be reasonable and to 
apply to services provided in the subscription 
agreements. 


Some variations in payments to hospitals for 
nominally similar services in the same plan area 
have been established to recognize certain exist- 
ing differences in costs. Hospitals requesting 
higher payments based upon costs should be will- 
ing to submit evidence that such costs (a) are 
actually incurred, (b) are reasonable in amount, 
and (c) are applicable to the services of the sub- 
scription agreements. 


3 The maximum and minimum payments 
to different hospitals by Blue Cross Plans 
should not vary more than 15 per cent from 
weighted-average per diem costs among 
groups of similar hospitals in each plan area. 


The fifteen per cent variation at any given time 
is suggested as the maximum difference which 
can be regarded as reasonable. The weighted- 
average is determined by dividing the total pa- 
tient-days into the total operating costs of all the 
member-hospitals. This figure gives proper value 
to the hospitals which provide most of the serv- 
ices in each plan area. 


4 Blue Cross Plans should not be expected 
to pay member-hospitals more for services 
furnished in accord with their subscription 
agreements than the hospitals would have 
charged other patients for the same services 
at established rates. 


5 Member hospitals should provide through 
Blue Cross Plan agreements all essential hos- 
pital services. 


This principle has an indirect but important 
bearing upon equity and adequacy of Blue Cross 
payments. If all the essential hospital services 
become available to the public on the group pay- 
ment basis, the adequacy of Blue Cross payments 
will be more easily determined. 


6 Funds accumulated by Plans, after ade- 
quate payment to hospitals and the provision 
of earned contingency reserves equal to five 
times the current monthly earned income of 
the Plan, should be used to provide additional 
care or reduce rates to subscribers. 


The “five-months” basis for the contingency re- 
serve is calculated as follows: three and one-half 
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PICTURE OF PROGRESS—THREE YEARS 
Operating Data of 67 Approved Blue Cross Plans 
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months for gradual changes because of greater 
awareness of the values of hospital care, also 
probable increases in wage and price levels; one 
and one-half months for sudden changes in util- 
ization from epidemics, disasters, etc. 


7 The foregoing principles shall not pre- 
clude the organization of low-cost plans in the 
interest of low-income workers whose re- 
sources are inadequate to compensate hos- 
pitals fully at cost. 


To aid such low-cost plans, it is essential that 
arrangements be made for supplemental income 
from other sources, or that participating hospitals 
be able and willing, as a public service, to make 
up the difference between subscribers’ payments 
and costs. Employers should be encouraged to 
share in the payment of subscriptions on behalf 
of their employees who enroll in low-cost Blue 
Cross Plans. 

* * *” 


Four New Blue Cross Plans 


At the regular meeting of the Board of Trus- 
tees of the American Hospital Association, four 
hospital service plans were formally approved and 
authorized to identify themselves by use of the 
seal of the American Hospital Association super- 
imposed upon a blue cross. The four plans which 
are listed below, increase the total of approved 
Blue Cross Plan to seventy-one, operative in twen- 
ty-nine states and two provinces: 


Associated Hospital Service, Inc., 
Sioux City, Iowa 
O. L. Smith Executive Director 


Associated Hospital Service of Nebraska 
Omaha, Nebraska 
J. H. Pfeiffer, Executive Director 
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Northwestern County Hospital Service Asso- 
ciation 

Lima, Ohio 

Paul J. Lynch, Executive Director 


Plan for Hospital Care 

Toronto, Ontario 

Norman H. Saunders, Executive Director 

* * * 

Various bodies of the American Hospital Asso- 
ciation at meetings in Chicago January 11-14, in- 
clusive, discussed the proposals outlined in the 
President’s recent budget message dealing with 
disability allowances and hospitalization payments 
in the social security program. Actions taken are 
reported elsewhere in this issue of HOSPITALS. 


* * * 


Warm Over 


“Rewrite your old publicity stories” is the ad- 
vice of Harold C. Stephenson, managing director, 
Hospital Plan, Inc., Utica, New York, and in his 
letter to this office he enclosed 34 column inches 
of newsprint to prove his point that there are cer- 
tain basic features of Blue Cross service that bear 
repeating again and again. He used one story 18 
months old, the one pertaining to the continuing 
protection afforded families of men in service; 
another was three years old, describing the con- 
tinuity of protection offered employees who lose 
employment or transfer to businesses not enrolled 
in the Plan. With these ingredients he proceeded 
to tie in a modern angle—the shift in employment 
due to defense production, and the enlargement 
of military forces—that resulted in a “new” story 


acceptable to the newspapers in his area. 
*” * * 


Plan Purchases Landmark Home 
“The Hospital Service Corporation of Western 
New York has purchased the Goodyear mansion 
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at 888 Delaware Avenue, Carl M. Metzger, execu- 
tive director, recently announced. 


“The mansion will become administrative head- 
quarters for the Blue Cross Plan, which distrib- 
utes hospitalization insurance, and the Western 
New York Medical Plan, which distributes med- 
ical service insurance. They are underwritten by 
the hospitals and doctors. Mr. Metzger said the 
Blue Cross Plans has 225,000 members and the 
more recently started Medical Plan, 10,000 
members. 


“The Goodyear home will be able to accommo- 
date a staff of 200 to 225. At present, the Blue 
Cross Plan and the Medical Plan, maintain a joint 
office staff of 70 members. 


“The new quarters will increase office space 
from 5500 square feet to 19,000 and will decrease 
operating expenses by $4000, according to Mr. 
Metzger.—Buffalo News.” 


* * & 


"Pennies for Health" 


Beauty & Health, a monthly magazine pub- 
lished by MacFadden Publications, and formerly 
known. as Physical Culture, features in its March 
issue an article on “health insurance.” The arti- 
cle is nicely illustrated, it handles hospitalization 
in an informal conversational style, and refers 
inquirers to the American Hospital Association 
for information. as to approved plans in the vari- 
ous areas. A word of caution is given against 
“the high-pressure boys representing irresponsi- 
ble companies, who set down a long list of dis- 
eases against which they insure you for a trifling 
sum yearly. The catch is that this list includes 
all the diseases you are least likely to get and 
leaves out the diseases most likely to hit you. It 
is the same way with the accident benefits offered 
by such companies. To collect, you must have 
some very special kind of accident, under very 
special conditions, all prescribed in the contract 
in fine print that the majority of persons do not 
bother to read. 


“Of all forms of health insurance, hospi- 
talization insurance, which concerns itself 
with paying your hospital bill but not the 
doctor’s bill, is the simplest, cheapest, most 
in demand. Among the nonprofit enterprises 
selling such insurance are sixty-seven hos- 
pital groups in all parts of the United States. 
If you want to know about the Hospital Serv- 
ice Plan that operates in your part of the 
country, write to the American Hospital As- 
sociation.” 

* * * 


Quote from Hygeia 


The March issue of Hygeia, the Health Maga- 
zine of the American Medical Association carries 
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an interesting story on “Hospitalization Insur- 
ance” by C. E. Nyberg.* The article points out 
the appeal of plans offering protection against 
unpredictable hospital bills. The study by Mr. 
Nyberg endeavors:to present clearly the various 
types of “hospitalization insurance” for the guid- 
ance of his readers. He says: 


“It is offered by two types of agencies; 
hospital service associations, and insurance 
companies. The commercial insurance com- 
panies became more active in the field after 
the nonprofit associations had pioneered with 
their plans and had developed an appreciable 
demand for the hospital service type of in- 
demnity.” 


The article traces the growth of the movement 
from Baylor University Hospital in 1929 to the 
present day, and refers to the early interest 
of the American Medical Association, in whose 
Journal “there appeared in 1932 some of the main 
principles for the development of hospital service 
plans.” 


The chapter head entitled Future of Voluntary 
Plans states: 


“As part of a general social security pro- 
gram, voluntary hospitalization insurance 
with surgical benefits has many advantages 
over compulsory governmental insurance. 
The provisions of voluntary plans can be 
changed more readily than those of compul- 
sory plans established by law. It is essential 
for the maintenance of the quality of the 
service provided that control of the hospital 
and medical services remains with the hos- 
pital administrators and the medical profes- 
sion. There are opportunities for the volun- 
tary program to be extended to a larger pro- 
portion of the people in the low income 


group.” 
* * * 


Hospital Salutes Massachusetts Plan 


In a letter which concretely expresses to the 
public the relationship between Member Hospital 
and Blue Cross Plan, Dan Traner, administrator 
of Lynn Hospital, Lynn, Massachusetts, recently 
wrote the Massachusetts Plan as follows: 


“To the hospital, the increasing popularity 
of the Blue Cross is also particularly welcome 
from a public relations standpoint. The plan, 
administered as it is with the utmost consid- 
eration for the subscriber, and under a policy 
promoting the most cordial relationship with 
the hospitals and the medical profession, en- 
ables us tu show the plan patient a number 
of courtesies, particularly in financial mat- 


*Reprints of the artitie will be made available to huspitals 
and plans upon request. 
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Discussing arrangements for the Mid-Winter Confer- 
ence at Philadelphia, March 4-6 inclusive, are Al Dur- 
gom, Curtis Burnett of the nearby New Jersey plan, and 
E. A. van Steenwyk, host and Executive Director of As- 
sociated Hospital Service of Philadelphia. 


ters, which it is ordinarily not possible to do 
without incurring financial risk. The dis- 
patch with which your office invariably ap- 
proves an account, and the fact that under 
the agreement bills are rendered by the hos- 
pital directly to you, and paid promptly di- 
rectly to the hospital, has been of inestimable 
value in promoting good will and satisfac- 
tion, on the part of the patient, both with the 
Blue Cross Plan and with the hospital.” 


* * * 


Minnesota Plan Hospitals Meeting 


Representatives of 96 contracting hospitals af- 
filiated with the Minnesota Hospital Service Asso- 
ciation met at St. Mary’s Hospital in Minneapolis 
on January 27 to discuss the various problems 
of the Association’s Blue Cross Plan for hospital 
care which now has 450,000 subscribers in the 
state. 


This meeting was held during the week of the 
Institute of Hospital Administrators at the Uni- 
versity of Minnesota making it possible to have 
present at this meeting C. Rufus Rorem, director 
of the Hospital Service Plan Commission of the 
American Hospital Association; Robert Neff, su- 
perintendent, University Hospitals of Iowa; Leon 
Wheeler, director of the. Associated Hospital 
Service of Wisconsin; and other interested per- 
sons from out of the state. 


The program, with A. M. Calvin, executive di- 
rector of the Minnesota Hospital Service Associa- 
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tion, as chairman, consisted of the following 
speakers: James McNee, superintendent of St. 
Luke’s Hospital, Duluth, president of the Minne- 
sota Hospital Service Association; C. Rufus 
Rorem, director, Hospital Service Plan Commis- 
sion of American Hospital Association; and the 
following members of the Plan Board and Staff: 
Abott Fletcher; Victor Anderson; A. A. O’Leary; 
and Mrs. Virginia Liebeler. 


Each superintendent of the contracting hos- 
pitals received a tabulated Reference Manual to 
be used by the hospitals and their officers. This 
manual includes, among other things which are 
helpful to the hospital, a copy of the Inter-Hos- 
pital Agency Contract, Enrollment Procedures, 
Requirements of Hospitals, Rate of Payment, 
Methods of Making out Bills and Admission of 
Patients. 


It was expressed that a meeting of this nature 
held once a year would be very helpful to all the 
contracting hospitals if not for no other reason 
than to make direct contact with the Association 
and with one another. The meeting was well at- 
tended 


* * * 


Pittsburgh Branch Office 


The Hospital Service Association of Pittsburgh 
has opened district headquarters in Altoona, 
Pennsylvania, and the occasion was featured by 
a dinner-meeting in the Penn Alto Hotel of that 
city which was attended by civic leaders of the 
entire Altoona district. Vice-President Abraham 
Oseroff of the Hospital Service Association of 
Pittsburgh was the keynote speaker. 


Altoona is a highly industrialized city manu- 
facturing principally railway rolling stock. On 
account of the importance of the city and its sur- 
rounding area in heavy industry, Mr. Oseroff took 
as his subject, “The War and the Altoona Front,” 
and in the course of his talk made the following 
statements: 


“Modern warfare does not confine the 
‘front’? simply to those geographical spheres 
where the shells are bursting. Today our 
front is any and every place where vital ef- 
forts are underway to insure supremacy of 
our national effort to beat down the forces of 
hate and intolerance. 


“To insure a steady and uninterrupted op- 
eration of the industrial life of the Altoona 
district it is of foremost importance to have 
a healthy citizenry.” 


The Altoona offices of the Association are lo- 
cated at 1106 Eleventh Avenue, and serve three 
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Out-Patient Care for the Needy—Part | 


Policies That Should Govern the Use of Tax Funds for the Care in Nongovern- 





mental Out-Patient Departments of Patients Who Are Public Responsibilities 


This statement by the Joint Committee of the American Hospital Association and the American Public 
Welfare Association has been approved by the governing boards of both Associations. 


American Public Welfare Association some 

time ago officially adopted a statement of 
policies and principles that should govern pay- 
ment from tax funds to nongovernmental hospi- 
tals for in-patient (bed) care of the needy. This 
statement was prepared by the Joint Committee 
of the two associations. 


Ta American Hospital Association and the 


The committee proceeded on the general prin- 
ciple that “public funds may be used for the care 
of the needy sick in hospitals as appropriately as 
for general relief, without in either case displac- 
ing nongovernmental hospitals and relief agencies 
from their charitable functions.’”? 


It was recognized “that the use of tax funds to 
pay voluntary hospitals for the care of the needy 
is a widespread and, under some local conditions, 
a reasonable. policy.’ 


It was taken for granted as a sound principle 
of public policy that, in so far as governmental 
facilities are available, public funds should be ex- 
pended primarily in public institutions. 


The statement concerning “Hospital Care for 
the Needy” appeared to meet an urgent need for 
clarification of the policies and principles involved. 
The original supply of 2500 copies was exhausted 
within a year and a half after publication. The 
Chairman of the Public Welfare Law Committee 


of a State Hospital Association recently reported 
that— 


“I have many problems put to me both by 
administrators and social service workers of 
voluntary hospitals and also by public wel- 
fare officials. Very often, this copy of the re- 
print does the trick, settling the dispute.” 


The reorganization of a number of community 
plans for payment of tax funds to nongovernmen- 
tal hospitals has been based on the principles of 
“Hospital Care for the Needy.’ 
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JOINT COMMITTEE 

e@ Ellen C. Potter, M.D., Trenton, New Jersey—aA.P. 
W.A., Chairman. 

Rev. J. J. Bingham, New York City—A.H.A. 

R. H. Bishop, Jr., M.D., Cleveland, Ohio—A.H.A. 
Michael M. Davis, Ph.D., New York City—A.H.A. 
Robert T. Lansdale, New York City—A.P.W.A. 
George O’Hanlon, M.D., Jersey City, New Jersey—A. 
H.A. 

W. S. Rankin, M.D., Charlotte, North Carolina—A.H.A. 
Stanton W. Strawson, Valhalla, New York—A.P.W.A. 
Gertrude Sturges, M.D., Chicago, Illinois—A.P.W.A. 








The promulgation of our former statement gave 
rise to a demand, from both public officials and 
hospital administrators, for a similar formulation 
concerning payment from tax funds to nongovern- 
mental institutions for out-patient service. It was 
argued that there is no difference in principle be- 
tween payment for out-patient and in-patient 
service; and that a very large proportion of out- 
patients are recipients of public assistance. 


The Joint Committee recognizes that in some 
communities ambulatory service for public pa- 
tients is provided in physicians’ private offices 
rather than in out-patient departments. Payment 
to out-patient departments should be dealt with 
as a question of broad public policy, bearing in 
mind that group practice in well-organized clinics 
may provide better facilities for diagnosis and 
treatment than is frequently available in individ- 
ual physicians’ offices. Public medical programs 
should preserve the right of the individual patient 
to choose between ambulatory care in a physi- 
cian’s private office and in a clinic suitable to his 
needs, when such clinics exist in his community. 


Moreover, out-patient departments may with 
great advantage cooperate with private practi- 
tioners by providing diagnostic and consultant 
service to patients cared for by these physicians 
in their private offices. 


Consequently, the Joint Committee undertook 
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to prepare a statement of policies and principles 
concerning payment to out-patient departments. 
Previous to the development of “Hospital Care for 
the Needy” a study had been made by the Amer- 
ican Public Welfare Association of the current 
practice in using tax funds for payment to volun- 
tary hospitals for in-patient care.’ Before at- 
tempting to draft a statement concerning pay- 
ment from tax funds for out-patient service, the 
Committee made inquiries by mail as to the preva- 
lence of this policy and conducted considerable 
correspondence with some communities in order 
to ascertain the administrative procedures in- 
volved. 


A tentative draft of this statement was printed 
in HOSPITALS (April and May issues, 1941) 
and was widely circulated for comment and criti- 
cism. The present statement has been revised in 
accordance with the suggestions received. 


This statement includes: 
A. Summary of Pertinent Data 
B. Discussion of Problems 


C. Suggested Policies and Procedures 


A. Summary of Pertinent Data 


Extent to Which General Out-Patient Service Is 
Provided by Nongovernmental Hospitals 


Data were presented in “Hospital Care for the 
Needy” which indicate the large extent to which 
general hospital service in this country is pro- 
vided by nongovernmental institutions. These in- 
stitutions constitute 83 per cent of the number of 
general hospitals and furnish 68 per cent of the 
bed capacity.°® 


Except in large cities, government also plays a 
relatively small part in providing out-patient serv- 
ice. A study made by the U. S. Public Health 
Service indicates that less than one-quarter of the 
general out-patient departments are under gov- 
ernmental auspices (state, county, and city). On 
the other hand, these governmental departments 
are generally large. As a result, nearly half (46 
per cent) of the volume of service (number of 
visits)’ is provided by this group. 


Development of Out-Patient Service in the 
United States 


Although the establishment of “dispensaries” 
for the sick poor accompanied and in some com- 
munities antedated the development of hospital 
service in this country, during the early days the 
development of out-patient service did not keep 
pace with that of hospitals. More recently, the 
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number of out-patient departments and the serv- 
ice provided by them has increased by leaps and 
bounds. Of 461 general out-patient departments 
which reported their date of establishment in a 
recent study, 26 per cent were opened before 1900, 
25 per cent between 1900 and 1920, and 49 per 
cent in the period 1920-1936.* 


This increase has been due to several factors, 
including: the change of clinic clientele from the 
destitute to persons who are ordinarily self-sup- 
porting, but who cannot meet the costs of private 
medical care (this change of clientele was accen- 
tuated during the depression); and recognition 
of the advantages, both economic and scientific, 
of providing ambulatory service for the sick poor 
in out-patient departments where consultant and 
diagnostic services are available. 


At present general out-patient departments are 
concentrated in large cities. A recent study’ in- 


’ dicated that such services are available in 80 per 


cent of cities of over 100,000 population and in 
contrast, only 5 per cent of the cities with less 
than that population have general out-patient de- 
partments. 


A recent article’® describes the gradual change 
in policy concerning charges to patients—from 
nominal fees or none at all to 25 and 50 cents a 
visit, plus extra charges for medicine and special 
service. 


With the advent of the depression, the number 
of out-patients enormously increased, the propor- 
tion of those able to pay decreased to an even 
greater extent and out-patient departments were 
faced with a much greater demand for free serv- 
ice at a time when all their sources of revenue 
were sharply reduced. 


Efforts to meet the rising costs of out-patient 
service, without impairing the quality of care, led 
to discussion of securing payment from tax funds, 
especially for service to recipients of public as- 
sistance, who constituted a very large proportion 
of clinic patients. 


The Federal Emergency Relief Administration’s 
Rules and Regulations No. 7, pertaining to med- 
ical care, clearly enunciated the principle that 
medical care is one of the necessities of life, for 
which relief funds may properly be used. Al- 
though these rules specified continuous use of 
existing facilities, such as hospitals and clinics, 
without payment from relief funds, the establish- 
ment of the principle of payment from tax funds 
for medical care was an important step, as pre- 
vious social work tradition had been to seek to get 
medical care for clients without paying for it. 
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Several studies made after 1930 recommended 
that tax funds be used to pay for out-patient serv- 
ice. These studies include the Report on State Aid 
in Pennsylvania, the Social Study of Pittsburgh 
and the Hospital Survey for New York.” 


Practice of Using Tax Funds to Pay Nongovern- 
mental Institutions for Out-Patient Service 


In an effort to determine the prevalence ot the 
practice of using tax funds to pay nongovernmen- 
tal hospitals for out-patient service, the Joint 
Committee made an inquiry by postal card to a 
representative list of voluntary general hospitals 
with organized out-patient departments. The 
only questions asked in this preliminary inquiry 
were: whether or not the institution received pay- 
ment from tax funds and, if not, whether the sub- 
ject of such payment had ever been considered. 
Incomplete response to this inquiry and data 
available from other sources revealed that, al- 
though the practice of making payment from tax 
funds for out-patient service is not carried out as 
extensively as that of paying for in-patient care, 
it is fairly widely developed throughout the coun- 
try. Reports received show that this policy is in 
force throughout the state of Pennsylvania and 
in more than 70 cities in 13 other states. 


Some localities also reported tax payments for 
special services or special clinics—for example, 
in New York City the Department of Welfare re- 
imburses out-patient departments for drugs fur- 
nished to recipients of relief; and tax funds are 
used to pay for service in nongovernmental vene- 
real disease or orthopedic clinics in about 50 com- 
munities. 


This report deals with the payment of public 
funds for the medical care of indigent or needy 
persons. Throughout the United States health 
departments have also utilized public funds to aid 
clinics in the diagnosis, treatment, and control of 
certain diseases. Federal, state, and local funds 
may thus be involved in aiding syphilis or tuber- 
culosis clinics under voluntary auspices; in recent 
years public health funds have facilitated the es- 
tablishment or maintenance of cancer clinics and 
occasionally of other special services of public 
health interest. In some localities institutions re- 
ceiving public health funds for such purposes may, 
in addition, be paid by another governmental de- 
partment for the out-patient care of needy per- 
sons. Public aid to voluntary institutions by cate- 
gories of disease is a subject which, if pursued, 
would require a special and independent study. 


Administrative Practices 


In order to secure, in some detail, information 
as to the policies and procedures governing tax 
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payment for out-patient service, letters were sent 









to hospital administrators in different parts of the 
country where (1) the postal card reply had indi- 
cated that a significant amount of work was being 
carried on or that the plan had unusual adminis- 
trative features or (2) where a detailed reply 
could be expected because the hospital administra- 
tor was well known to some members of the com- 
mittee. In nearly all cases, inquiry was also made 
from representatives of the welfare departments 
in the same localities. 


This inquiry included questions as to: 


The agency responsible for making payment 


Whether all out-patient departments in the 
locality participate in the program or, if 
not, the criteria for selection 


Method and rate of payment 

Economic eligibility 

Method of referring patients and authorizing 
care at public expense 


Methods of recording service and billing the 
public agency 
Forms and other details as to procedure 


Although follow-up letters were written, com- 
plete replies were received from few localities. It 
appears that in some places, especially where the 
amount of service is slight, procedures have not 
been formalized and therefore detailed descrip- 
tion was impossible. The data secured will be 
presented in two ways: (1) fairly complete de- 
scriptions of typical set-ups in Chicago, Rochester, 
San Francisco, and the State of Pennsylvania, 
where a considerable amount of out-patient serv- 
ice is being paid for; and (2) an analysis, by sub- 
ject, of the information secured from six other 
localities. 


Chicago—Since early in 1933, the Cook County 
Relief Administration and its successor, the Chi- 
cago Relief Administration, has paid Chicago hos- 
pitals $200,000 or more yearly for out-patient 
service to relief clients. The plan for reimbursing 
hospitals for out-patient service is part of a com- 
prehensive program for medical relief, developed 
with the advice and cooperation of the Health 
Division of the Council of Social Agencies. The 
Health Division serves in an advisory capacity 
to the Relief Administrator on its medical pro- 
gram, and the Commissioner of Relief looks to it 
for recommendations on standards, administrative 
policy, and the selection of hospitals and clinics 
to participate in the program. The Health Di- 
vision serves the Community Fund in a similar 
capacity and the programs of the Fund and the 
Relief Administration for reimbursement for out- 
patient service are closely integrated, the latter 
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making payments for service to relief clients and 
the Fund on the basis of free service to the med- 
ically needy. 


Not all clinics in the city participate in the pro- 
gram. The Health Division developed standards 
which must be met by hospitals and their out- 
patient departments in order to be eligible for this 
public service,’? and advises the Relief Adminis- 
tration on the selection and designation of the 
institutions which meet these standards. Inciden- 
tally the same standards apply to participation in 
allocations from the Community Fund. 


Payment to clinics is at the rate of 65 cents a 
visit, which includes all necessary medical care, 
drugs, dressings, x-rays, and laboratory services. 
Medical appliances are purchased by the Relief 
Administration. Two or more visits may be 
charged for if the patient attends two or more 
out-patient clinics during a single visit. 


Allocations are made monthly in accordance 
with the volume of service rendered by each clinic 
to recipients of relief, and are limited to amounts 
not exceeding, on an annual basis, the deficit at- 
tributable to these services incurred by the clinic. 
The Health Division of the Council advises the 
Relief Administration on botk the total allocation 
for clinic service and allocations to individual out- 
patient departments. Such advice is based on 
monthly financial and service reports submitted 
by each institution to the Health Division, which 
are available to both the Relief Administration 
and the Community Fund. 


The Relief Administration pays only for service 
rendered to recipients of relief for whom care is 
authorized on a special form for medical referral. 
Two other interesting forms are used in connec- 
tion with reference of patients for clinic care— 


One, which is used by case workers in ini- 
tiating the request for approval by district 
office medical units, includes place to record 
the nature of the disease, whether the pa- 
tient or a member of his family has ever at- 
tended a clinic, the name of the clinic, and the 
date of last attendance. 


The other is an “outline to accompany med- 
ical referrals,” which suggests items of in- 
formation, such as pertinent medical history, 
work history, or (for a child) school history, 
social background, family relationships, etc., 
which it may be desirable to include in re- 
ferrals where there are special medical-social 
problems or when a full report from the clinic 
is required to plan for the patient. 


In this connection, the Coordinating Committee 
of the Family Service Section and the Health Co- 
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ordinating Committee of the Council of Social] 
Agencies have developed a statement entitled ‘“Co- 
operation between Family Agencies and Social 
Service Departments of Medical Agencies,” which 
enunciates the principles of referrals and coopera- 
tion in treatment. 


The out-patient departments are responsible for 
keeping records of service and preparing bills. 
They submit each month to the Relief Adminis- 
tration, invoices bearing the signature of the pa- 
tient and showing the number of visits and total 
charges for each patient during the month. 


Copies of the rules and regulations in regard 
to clinic service and of the forms in use may be 
secured from the Chicago Relief Administration, 
Merchandise Mart, Chicago. 


Rochester, New York—Since 1935 the Depart- 
ment of Public Welfare of Rochester, New York, 
has made payments to the hospitals in that city 
for out-patient service. The plan was developed 
by the Director of the Medical Service Division 
of the Department of Public Welfare (a physi- 
cian), in conference with representatives of the 
hospitals. 


All the out-patient services in the city, except 
one, participate in the program. The reason for 
excluding this institution is that it failed to meet 
the requirement of providing at least 20,000 visits 
annually. No other standards for participation in 
the program were set up, as it was believed that 
all the institutions concerned had adequate stand- 
ards. 


The rate of payment is 50 cents a visit, exclu- 
sive of extra charges, at agreed rates, for x-ray 
diagnosis and therapy, and especially expensive 
medication, such as insulin, liver preparations, 
and other specific items which have been previ- 
ously approved. Two or more visits may be 
charged for if the patient attends two or more 
out-patient clinics during a single visit. 


In 1939, the Department of Welfare paid the 
hospitals $51,462.19 for 73,804 out-patient visits 
or at the rate, including charges for extra serv- 
ices, of about 70 cents a visit. The actual cost per 
visit to the Department of Public Welfare, in- 
cluding the salaries of workers assigned to the 
clinics whose functions are later described, was 
over 85 cents a visit. It is interesting to note 
that in 1939, the Department of Welfare paid for 
26.9 per cent of the visits to participating clinics. 


The State Department of Social Welfare reim- 
burses local departments for 40 per cent of the 
medical expenditures, including those for clinic 
visits, which are made according to approved 
plans. 
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The Welfare Department pays only for service 
to persons who are currently receiving relief. 
Patients may apply directly at the out-patient 
departments for treatment, without referral from 
the public agency. However, the Department of 
Public Welfare controls authorization for pay- 
ment from public funds through workers assigned 
to each out-patient department. There are twelve 
such workers, the number assigned to each insti- 
tution depending upon the volume of service. 
Their functions include: 


Verification of the relief status of “new” 
patients who state that they are receiving 
relief, by telephoning the central record of- 
fice of the Department of Public Welfare. 


Preparation of vouchers for authorization 
of service and of daily summary sheets of 
service provided for relief clients. 


Maintaining a file of case records for each 
authorized patient, on which are indicated the 
date, clinic, diagnosis, special service or 
medication, and charges for every visit made 
at the out-patient department. 


Securing reauthorization from the Depart- 
ment of Public Welfare for patients who have 
already made five visits. 


Accounts and bills are sent in monthly to the 
Department. Bills list the daily totals, which are 
checked against the daily summary sheets of 
service provided to relief clients. 


Copies of the forms used in administering this 
program may be secured from the Medical Service 
Division of the Department of Public Welfare, 
Convention Hall Annex, Rochester. 


San Francisco—The Central Medical Bureau, 
which serves as the “general practitioner” for 
relief clients, refers cases requiring specialists’ 
service for diagnosis only or for treatment to the 
out-patient departments in that city. 


The Health Council has frequently advised on 
the relationship between the Medical Bureau and 
the out-patient departments. 


All hospital out-patient departments, except 
those of proprietary hospitals, are eligible to pro- 
vide service, although in actual practice patients 
are most frequently referred to two large teaching 
clinics, which are glad to have interesting cases 
for clinical discussion. 


Payment is made at the rate of 65 cents a visit, 
Inclusive of all diagnostic service and treatment. 
It was reported that the actual cost of service, 
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determined by a recent survey by the local Com- 
munity Chest, was approximately $1.00 per visit. 


Each visit is paid for when a patient is cared 
for in two or more out-patient clinics during a 
single attendance. 


As the service of the Central Medical Bureau is 
restricted to recipients of relief, payment to out- 
patient departments is obviously only for relief 
clients. 


A referral form, which includes identifying 
data, the date of issue and of expiration, is used 
to authorize service by out-patient departments. 
Reference procedure also includes a medical re- 
ferral form, devised to record pertinent medical 
information, which aids in immediately admitting 
the patient to the appropriate special clinic and 
obviates repetition of laboratory work which has 
already been done. 


Each out-patient department prepares and sub- 
mits monthly an itemized bill giving the name, 
case number, and number of visits of each patient. 
This is sent to the local relief office for verifica- 
tion of case activity. The accounting division later 
deletes any charges made for patients who are no 
longer active relief clients. 


As the out-patient departments have insufficient 
clerical staff to make medical reports to the Cen- 
tral Bureau, the Bureau has a physician on its 
own payroll in the larger institutions, who reviews 
the case records of referred patients and prepares 
reports to the Bureau. As the policy of the Bureau 
is to discontinue use of the special out-patient 
service as soon as a diagnosis has been established 
and a course of treatment recommended which 
could be handled by the less adequate facilities 
of the Bureau, the out-patient departments may 
“lose” patients for whom they have done intensive 
work and in whom they have become interested. 
The Bureau reports, however, that some cases of 
unusual teaching value are allowed to continue in 
the special clinics. 


State-Wide Plan in Pennsylvania—Since Feb- 
ruary, 1939, the Department of Public Assistance 
in Pennsylvania has paid for out-patient service 
according to policies developed with the advice of 
the State Healing Arts Committee, which includes 
representation from all the medical and allied 
professions and the State Hospital Association. 


The bulletin issued by the State Hospital Asso- 
ciation concerning the plan™® states that “recog- 
nized hospital clinics will be permitted to partici- 
pate in the medical program.” No minimum 
standards have been developed as the basis of 
selecting for public service those institutions 
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which are providing out-patient care of good 
quality. 


Clinics are entitled to charge 50 cents a visit, 
exclusive of medicines. (Under the same plan, 
physicians charge $1.00 for office calls.) Medi- 
cines are provided by outside pharmacies accord- 
ing to prescriptions written by clinic physicians. 
A charge of $5.00 is allowed for an x-ray examina- 
tion to determine the presence or absence of 
fracture. 


Even though a patient may be treated by two 
or more clinic departments during the same visit, 
charge may be made for only one visit. 


All charges for out-patient service, together 
with charges for all other medical service’* except 
drugs, are prorated, that is, all approved charges 
are totaled and, after pharmacists’ bills are paid 
in full, are paid in proportion from the designated 
funds set aside in each county for medical care— 
20 cents a month per person receiving public 
assistance. The amount of proration varies from 
month to month and from county to county. 
During 1939, hospital clinics throughout the state 
were paid approximately $142,000 for an esti- 
mated total of 347,000 visits, or at the average 
rate of a little over 40 cents a visit. 


Under this program, payment is made only for 
persons actually receiving assistance from the De- 
partment of Public Assistance. Patients apply 
directly to the out-patient departments, which 
are responsible for determining, by commu- 
nication with the public agency, whether or not 
the patient is receiving assistance. For patients 
with chronic illness, who require long periods of 
care, the existing rules state that authorization 
for prolonged treatment must be secured from the 
local County Healing Arts Committee. 


Only one form is used in this program—the 
“Standard Medical or Dental Invoice.” Regula- 
tions concerning the preparation and use of this 
invoice include: 


Service for all members of the same family 
must be carried on the same invoice. Invoices 
are prepared in quintuplicate, one copy being 
retained by the hospital. They include a rec- 
ord of the diagnosis and the signature of the 
patient. 


Invoices must be submitted monthly, not 
later than the fifth of the month, for patients 
treated the previous month. For patients still 
requiring treatment at the end of a month, 
the invoice submitted is marked “treatment 
continued” and a new invoice is prepared for 
the subsequent month. 


Invoices are forwarded to the local Healing 


Arts Committee for review and approval (or dis- 
approval) of the charges. Invoices for patients 
who are not currently receiving assistance are re- 
turned to the hospital, disapproved. As previously 
stated, payment is prorated according to the funds 
available. 


Copies of the regulations concerning this pro- 
gram and of the forms used may be obtained from 
the Department of Public Assistance of the Com- 
monwealth of Pennsylvania, Harrisburg, Penn- 
sylvania. 


Summary of pertinent data from six other com- 
munities—Less complete data are presented from 
six other communities: Fletcher, North Carolina; 
Louisville, Kentucky; Poughkeepsie, New York; 
New Bedford, Massachusetts; New Haven, Con- 
necticut; and Springfield, Massachusetts. 


In all of these localities except one, the public 
agency responsible for payment is the Department 
or Board of Public Welfare. In Fletcher, North 
Carolina, the County Board of Commissioners is 
responsible. 


In three of these communities, Louisville, New 
Haven, and Springfield, different hospitals have 
different arrangements with the public agency 
concerning methods or rates of pay, indicating 
that no community-wide plan has been developed 
in conference with representatives of all the hos- 
pitals. In each of the three other localities, only a 
single local hospital receives payment for out- 
patient service. 


The method and rate of pay varies as follows: 


Fletcher, North Carolina—There is no set 
charge, but a flexible fee, on a per visit basis, with 
special service extra. 


Louisville, Kentucky—One out-patient service 
is paid 50 cents a visit, exclusive of laboratory and 
x-ray examinations and drugs, which are charged 
for at the estimated cost. Another hospital is 
paid $1.00 a visit, inclusive of all services. 


New Bedford, Massachusetts—The rate is 25 
cents for admission, with extra charges at cost 
for medication, dressings, laboratory and x-ray 
examinations, and tonsil and adenoid operations. 


New Haven, Connecticut—One hospital is paid 
by a lump-sum appropriation. Another is paid 
$1.00 a visit, inclusive of all services. 


Poughkeepsie, New York—A lump sum appro- 
priation has been succeeded by a fee of $1.20 a 
visit, which is the same rate at which physicians 
charge for office calls by relief clients. All bills 
for physicians’ home and office calls and for clinic 
visits are prorated. In 1939, $1,159.61 were paid 
for 1534 clinic visits, indicating that the rate of 


HOSPITALS 





pay, after prorating, was a little over 75 cents a 
visit. 

Springfield, Massachusetts—Payment for pre- 
natal care in maternity hospitals is at the rate of 
75 cents per visit. A general out-patient depart- 
ment is paid only for medicine, x-ray diagnosis 
and therapy. 


Procedures for determining eligibility, refer- 
ring patients, and authorizing care at public ex- 
pense are not standardized in all of these locali- 
ties. In some, the service is relatively small and 
the procedure is informal. 


In Fletcher, county welfare clients and WPA 
workers are eligible, although each case is acted 
upon individually. Most cases are referred to the 
clinic by the welfare authorities, but the clinic 
may initiate request for authorization. No forms 
are used for authorizing service. 


In Louisville, patients are usually referred by 
the Welfare Department, which is responsible for 
determining eligibility. Approximately 75 per 
cent of the patients for whom payment is made 
are receiving relief; the other 25 per cent are the 
so-called “medically needy.” No forms are used. 


The out-patient department in New Bedford 
initiates the request for authorization by form 
letter and the Department of Public Welfare re- 
turns an authorization notice for patients for 
whom responsibility is accepted. Payment is made 
for both recipients of relief and the medically 
needy. 


The out-patient department in New Haven, 
which is paid on a per visit basis, is only author- 
ized to provide necessary follow-up care to pa- 
tients for whom the Department of Public Wel- 
fare has already accepted responsibility for in- 
patient care. 


In Poughkeepsie, the out-patient department 
sends a postal card to the Department of Welfare 
requesting authorization. If Welfare accepts re- 
sponsibility for payment, an authorization is re- 
turned which is good for fourteen days and must 
be renewed if service is continued beyond that 
period. 


In Springfield, some cases are referred by the 
public agency, and in some instances the out- 
patient departments request authorization for pa- 
tients who have applied to them directly. The 
Welfare Department reported that payment is 
made for the medically needy as well as for relief 
clients. 


Procedures for recording service and billing 
the public were described as follows: 


In Fletcher, bills for each patient are usually 
rendered at the termination of the illness. 


March, 1942 


One hospital in Lowisville sends in bills at the 
end of each month, accompanied by a resume of 
the medical care rendered each patient, together 
with any pertinent recommendations made by the 
medical staff. 


In New Bedford, a clinic clerk keeps a record of 
all service and charges for each patient for whom 
the welfare department has authorized service. 
Separate bills are rendered for each patient every 
month. 


The authorization form used in Poughkeepsie 
also serves as the form for rendering bills. It 
must be prepared in triplicate and, as regulations 
require that bills must be notarized, each copy 
must be personally signed by the administrator of 
the out-patient department. 
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cancer early enough to make it possible to 

treat the patient successfully by surgery, x-ray 
or radium, there will always be the patient who 
comes for treatment too late. When finally he 
appears and has completed the period of medical 
observation. in the clinic and hospital, doctors, 
nurses-and social workers shake their heads and 
say among themselves that they wish the patient 
had come earlier so that “something could be done 
for him.” Those of us in the treatment team 
know that he must be discharged as promptly as 
possible to make way for some other patient who 
ean profit by the skill and facilities of a cancer 
hospital. 


I’ SPITE of educational campaigns to discover 


What are our responsibilities for the hopelessly 
ill cancer patient? What are his needs and how 
can. we help him meet them? 


His needs will probably fall into three groups. 
It will be necessary that he be accessible to medi- 
cal care for at least palliative treatment; he will 
undoubtedly have emotional problems in relation 
to his incurable condition and so will his close 
relatives, if he has any; there will also be the 
need for adjustment of his physical surroundings 
to meet his diminishing strength, or his removal 
from an inadequate physical environment to a 
different setting. 


Approaching these three aspects of his care, 
there are several important considerations to be 
related to the individual patient. Consequently, a 
full social study is necessary in order to under- 
stand the patient, see his problem as he sees it, 
and as his family see it, and then work with them 
toward a solution with the medical facts consid- 
ered objectively. 


The Medical Problem 


One wonders why the patient has not sought 
treatment until this hopelessly late date. Any one 
of a variety of reasons, or combination of ob- 
stacles may be found and these will effect subse- 
quent plans with the patient. 
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It may be that he was not sufficiently aware of 
the serious nature of his illness to seek medical 
attention earlier; or he may have gone to a 
“quack,” or through fear of learning the fateful 
truth or lack of funds, he may have put off seek- 
ing medical care as long as possible. He may or 
may not suspect that he has cancer; he may have 
come to the clinic willingly when enabled to do so, 
and with great confidence that a cure is in store 
for him, or he may be in a state of discourage- 
ment. 


If a patient’s condition is found to be too ad- 
vanced for active treatment, three things at least 
can be done to his advantage from the standpoint 
of his medical needs. He can be given an oppor- 
tunity to discuss his illness with the doctors in 
terms of palliative relief, he can be referred to 
other treatment resources, he as well as his fam- 
ily can have the satisfaction that expert study 
has been made of his case and that whatever 
science has to offer has been related to his condi- 
tion. The nature and extent of what he is told 
will, of course, depend upon his educational back- 
ground, his emotional needs, the degree of re- 
sponsibility relatives are able to assume, and 
perhaps other factors, as evaluated by the doctor 
who talks with him. 


It is possible to assist the patient in making 
arrangements for subsequent medical care be- 
cause he will, of course, need to be accessible to a 
physician who can do much to make him com- 
fortable through the administration of drugs to 
control pain, and supervision of bedside nursing 
rendered by a visiting nurse, a nursing aide or a 
member of the family, who may find the nursing 
problem an extremely difficult one. It may be 
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that terminal care cannot be given in the patient’s 
home or that of relatives, because the resources 
do not exist or are inadequate to the patient’s 
needs, or too much damage would be done to 
other members of the family in trying to carry 
_ through such a plan. In this instance, it is a 
service to the patient and his family, to arrange 
for his admission to a hospital for chronic cases 
if the community affords one, or to a nursing 
home, if this is possible. A medical report pre- 
pared by the doctors who have made the diagnosis 
of far advanced carcinoma and sent to the private 
doctor who will continue with the case, or to the 
institution receiving the patient does much to 
keep the patient under care without a lapse and 
to fix responsibility for further medical supervi- 
sion. The family’s knowledge that this will be 
done also enables relatives to accept the transfer 
because they know that there will be no gap in 
medical care. 


The medical condition of the chronically ill 
cancer patient has a high social component. Con- 
sequently, the social factors have to be taken into 
account in making medical interpretations to the 
patient, and his relatives, and in arranging for 
subsequent medical care of a palliative nature. 


Emotional Problems 


Hopelessly ill cancer patients are sometimes 
aware of the fatal prognosis either because they 
have learned the truth through seeking it from 
their physicians, or through an intuitive revela- 
tion that they are not likely to get better. Such 
patients generally have a difficult psychological 
adjustment to make. How well the patient is able 
to adjust will depend chiefly upon his age, his 
life responsibilities and attachments, his religious 
support in relation to the degree of pain he is 
suffering, his knowledge of the fact that he is a 
“burden” upon his relatives and anxiety over the 
financial expense involved, providing, of course, 
he is still sensitive to the effects of his illness. 
His adjustment will depend to some extent upon 
the skill with which the interpretation is made, 
and the degree of psychological support he re- 
ceives from the doctors, nurses, and social 
workers who know the meaning of the prognosis 
to him as a person. 


To help the patient and his family through this 
difficult period, it is necessary to become well 
acquainted with the various factors in order to 
face the problem from the position of those in- 
volved with it, and so assist in making the 
situation as tolerable as possible. 


For example, Mrs. A., the mother of three 
school children, learned she had an inoperable 
carcinoma. Although she did not know exactly 
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what the prognosis meant in terms otf time, she 
asked the social worker on the occasion of a home 
visit, if she could obtain for her a small supply 
of cotton pieces to add to the patchwork quilt she 
was making, because she was anxious to finish the 
quilt as a keepsake for her children before she 
died. She said she knew her husband would “keep 
the children together.” Neither the patient nor 
her husband required much assistance then or 
later with the psychological aspects of the case, 
although the patient wished to talk about it to 
some extent with the social worker, and appar- 
ently “felt better” as she said, as a result of 
doing so. 


Another patient may be less accepting of the 
future, as was Mrs. B., of relatively the same 
age, and family responsibilities, who greeted the 
medical social worker who visited her home with 
the question, “Have you come to tell me when I 
am going to die?” This woman had many worries 
and anxieties with respect to the children, a little 
boy of six and a daughter in high school. She 
was haunted by the thought of being separated 
from them, and so created additional problems 
related to her care and the welfare of the family, 
which took considerable time and resources to 
meet. 


Mr. C. was a patient with a very different out- 
look. He was an elderly widower, boarding in a 


private nursing home with his Old Age Assistance 


grant. He regarded his work as finished. He 
knew he could depend upon his Old Age Assist- 
ance grant as long as he lived, and was “no bur- 
den to anybody.” The prognosis apparently was 
not feared by him, though he seemed to be aware 
of the fact that his cancer “was not getting any 
better.”” The emotional problem here was with 
his daughter who was persistently troubled be- 
cause she was unable to take care of her father 
in her own home during his last illness.’ The 
daughter was comforted, and so was the patient 
through the fact that the old gentleman was being 
visited by his pastor and members of his church. 
because she said, “Religion has meant more and 
more to him these later years.” 


This is something to remember in relation. to 
care of the terminal cancer patient. The re- 
sources of the church may be one of the greatest 
strengths the patient can draw upon, and they 
should always be made accessible if he shows the 
slightest tendency to wish them. 


Physical Environment 


The physical environment suited to the patient’s 
needs will depend in. part upon the availability 
of medical supervision, the wishes of the patient 
and his family for home care or institutional care, 
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the degree of responsibility which can be as- 
sumed by relatives, and financial ability to sup- 
port the desired plan. Whether it is better for 
the patient to be cared for at home or in an 
institution is an entirely individual matter de- 
pending upon the factors in each. patient’s situa- 
tion. These factors must be studied, and the 
family enabled- to do whatever they and the 
patient wish, if this is at all compatible with 
financial resources and the availability of the 
desired community facility. Sometimes the wisest 
plan for a time will be a temporary one which 
will not seem to the social worker to be very 
sound, but which is almost necessary because it is 
so strongly desired by the patient. For example, 
Mrs. X had far advanced carcinoma for which 
medication for pain was the only medical recom- 
mendation. The husband was told by the doctor 
that his wife could not get better, and that he 
would perhaps need help in caring for the younger 
children, though the eldest boy was away from 
home. It appeared advisable, in. view of the 
amount of care she would need that she be placed 
in a nursing home if this could be arranged. 


It developed that the patient, like Mrs. B., 
wanted to be at home, and her home was not in 
the county of legal residence. It would be neces- 
sary to obtain help from public funds from the 
county of residence to pay for nursing home care. 
It was learned that the reason for the family’s 
moving into another community. was because of 
their unpopularity arising from a son stealing 
several kegs of fish, some part of the plot being 











supported by his father. As to the suitability of 
the home for terminal care of our patient, the 
house lacked a bedroom, a comfortable mattress, 
and sufficient sheets and blankets. There would 
be no one at home to care for the patient and the 
young children, unless the husband gave up his 
temporary work, which barely enabled the family 
to manage financially without help. But it seemed 
necessary to enable the patient to remain at home 
for a while, as she and her husband so strongly 
wished it. Some improvement was made in the 
physical furnishings, and temporarily financial 
aid was secured from the county, notwithstanding 
their prejudice against the family, while the hus- 
band acted as housekeeper and nurse. After 
three weeks of this, the patient and her husband 
requested that she be moved to a nursing home 
where she would be more comfortable. The hus- 
band planned to return. to work, and to have the 
children cared for in the home of a relative. The 
time had come when they were able to accept these 
arrangements, for they had demonstrated that 
they could no longer maintain their pattern of 
family life. 


Adequate care for the hopelessly ill cancer 
patient requires a thorough understanding of the 
physical and emotional environment of the patient 
and a knowledge of his own feeling about his ill- 
ness. -Individualized service to meet the needs of 
each patient, based upon these factors, and medi- 
cal recommendations for palliative treatment will 
do much to make the situation a tolerable one for 
the patient and his family. 





Accounting Institute Dates Changed 


Two important factors have influenced the de- 
cision of the American Hospital Association to 
change the announced dates of the Second Annual 
Institute on Hospital Accounting at Indiana Uni- 
versity from June 15 to 20 to the following week: 
June 22 to 27. One was the conflict in dates with 
the Annual Conference of the Catholic Hospital 
Association in Chicago. Another was the changes 
in the University schedules to a twelve-month 
school year caused by the war. 


The program calls for lectures and seminars in 
the morning on such subjects as admissions, cred- 
its and collections, uniform accounting, and appor- 
tionment of costs. Panel round-table discussions 
in the evening, led by the lecturers, give the reg- 
istrants additional opportunities to discuss their 
own particular accounting and statistical problems. 

Requests for application blanks should be di- 
rected to Stanley A. Pressler, Associate Director, 
Institute on Hospital Accounting, Indiana Uni- 
versity, Bloomington, Indiana. 
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Dr. Robert E. Brown, Director of University 
Hospital, Chengtu, China, Was on 
a Chinese Plane Attacked by 


Japanese Pursuit Plane 


Dr. Robert E. Brown, who attended the Insti- 
tute for Hospital Administrators at Chicago in 
1940 and spent several months visiting the hos- 
pitals of the United States, returned to his office 
as director of the University Hospital in Chengtu, 
China, to which city the University Hospital was 
moved when Generalissimo Chiang Kai-shek’s 
Government established a new capital. Recently, 
while Doctor and Mrs. Brown were flying in a 
Chinese transport plane from Chungking to 
Chengtu, the plane was attacked by a Japanese 
pursuit plane. The pilot was forced to land the 
transport plane, which was damaged. The Jap- 
anese fired on the plane after it had landed but all 
the passengers had reached places of safety and 
escaped injury. 
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Blue Cross Plan Contingency Reserves 
Their Amount and Adequacy 


MAURICE J. NORBY 


pression of interest among Blue Cross Plans 

in. the amount of contingency reserves neces- 
sary to protect member hospitals and the subscrib- 
ing public against excessive hospital expense 
caused by unusual conditions. Recently, this con- 
sideration has become of great interest to hos- 
pital and plan administrators because of the 
marked increases in hospital costs and the pros- 
pects of additional future price advances. 


Fo some time there has been a growing ex- 


Both hospitals and subscribers must be pro- 
tected against financial loss. The responsibility 
for the provision of hospital care to subscribers 
in Blue Cross Plans rests with the member hos- 
pitals. Their “guarantee contracts” safeguard 
the public interest in the same way as the invest- 
ment, deposit, or assessment requirements of 
stock and mutual insurance carriers protect their 
policy holders. The public has built the American 
hospital system, and the hospital “guarantees” 
are essentially guarantees by the communities 
served by the plans. Contingency reserves should 
be adequate to protect both the guarantors and 
recipients of hospital service. 


This paper will suggest standards of adequacy 
for Blue Cross Plan reserves and will compare the 
present reserves of the plans with the standards 
presented. By reserves is meant the cumulative 
net worth—earned or donated surplus—of the 
organization, over and above all amounts payable 
or accrued for hospitalization or other expenses 
and excluding all unearned subscriptions. 


Purposes of Contingency Reserves 


What are the contingencies for which reserves 
are required? They fall into three categories: 
(1) gradual increases in hospital utilization, re- 
sulting from a number of factors such as changes 
in medical practice and greater public apprecia- 
tion of hospital care, which might require modi- 
fications of the subscriber contract, the rate struc- 
ture, or both, in order to offset long-run deficits 
in the operating account; (2) sudden increases in 
hospital utilization, such as result from epidemic 
conditions or public disasters, the hospital ex- 
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pense for which is usually limited in amount by 
the number of available hospital beds in a com- 
munity, and continues for a short period of time, 
often producing short-run deficits in the operating 
account; (3) sudden increases in. hospital expense 
due to economic conditions during the war which 
might reach 25 per cent or more of present hos- 
pital expense and which might last for a number 
of years. 


The first two possibilities might be classified as 
ordinary contingencies and the third, as a special 
war contingency. 


Adequacy of Reserves 


How large a contingency reserve is necessary 
to protect subscribers and hospitals adequately? 
The following discussion attempts to define such 
amounts and to demonstrate their adequacy. 


Reserves to offset gradual increases in utiliza- 
tion resulting from changing medical practice and 
greater public appreciation of the values of hos- 
pital care: In the long run, such increases prob- 
ably can be offset only by changes in subscriber 
contracts. Even under favorable conditions, a 
revised contract designed to curtail utilization 
probably could not be issued to all subscribers in 
less than eighteen months after excessive utiliza- 
tion was recorded: It would take not less than 
four months to establish the fact that high utiliza- 
tion was a continuing factor; it would take at 
least an. additional three months for the drafting 
and approval of a revised contract; and if sub- 
scriber contracts were written on an annual basis, 
it would take another twelve months before all 
contracts could be renewed at their anniversary 
dates. 


Assuming that combined hospitalization and 
administrative costs exceeded earned income by 
10 per cent at the time the excess was first ob- 
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served, contingency reserves equal to one and one- 
half times the monthly earned income would be 
adequate to meet this “ordinary contingency.” 


Reserves to Offset Sudden Increases in Utiliza- 
tion due to Epidemics or Public Disasters: If an 
epidemic or public disaster should cause all affili- 
ated and participating hospitals to be filled to 
capacity, it probably would not increase the liabil- 
ity of the plan more than one-third over normal 
during any one month because of the inability of 
member-hospitals to accept more patients than 
they had beds, and because of ‘the provision in the 
majority of subscriber contracts which requires 
the patient to accept a refund of unearned sub- 
scriptions or some other limited amount as reim- 
bursement in case member-hospitals are unable to 
serve him at the time of need. 


No epidemic or increased hospitalization re- 
sulting from a public disaster has extended in any 
appreciable degree for a period greater than three 
months. Therefore, a contingency reserve equal 
to the cost of hospital care during one month— 
one-third increase for a period of three months— 
would probably be adequate to meet the liability 
of a plan for this “ordinary contingency” even 
under extreme conditions. 


Reserves to Offset Sudden Increases in Hospital 
Expense due to Short-Run Price Advances during 
a War Economy: It is unlikely that the need for 
reserves to meet the previously discussed “ordi- 
nary contingencies” would develop to maximum 
proportions while the public is engaged in all-out 
defense activities. Although epidemics and local- 
ized public disasters might occur, it can probably 
be assumed that production-personnel require- 
ments of the war effort will offset any tendency 
on the part of subscribers to seek increasing 
amounts of hospital care per person during the 
duration of the conflict, and it probably will not 
be necessary, during this period, to use the ac- 
cumulated reserves which were set aside to offset 
gradual increases in utilization. These reserves 
might, therefore, serve a dual purpose and be 
applied as a portion of the reserves necessary to 
meet “‘war contingencies.” 


1 This figure was estimated as follows: (a) Utilization which 
exceeded income by 10 per cent for a period of four months (40 
per cent of one month’s income) would probably be recognized 
as 2 permanent condition if adequate records of utilization were 
kept by the plan; (b) The monthly deficit would continue three 
months longer (30 per cent of one month’s income), while con- 
tract changes were being made and approved by the Board of 
Directors and member-hospitals; (c) During succeeding months 
there would be losses proportionate to the number of old con- 
tracts still in effect. After the revised contract was ready for 
issuance to subscribers, there would still be a 10 per cent loss 
during the first month because of the time necessary to notify 
subscribers of the intention to replace old contracts. The second 
month the loss might be 9 per cent (slightly decreased because 
approximately one-twelfth of the old contracts had been re- 
placed by the new), the third 8 per cent, the fourth 8 per cent, 
the fifth 7 per cent, the sixth 7 per cent, the seventh 6 per cent, 
etc. The accumulated loss during the period when contracts 
were being reissued might range from 60 per cent to 80 per cent 
of one month’s income. The total of these amounts of losses 
would equal approximately 150 per cent of a single month’s 
income, or, as suggested, one and one-half times the monthly 
earned income. 
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If commodity and service price increases caused 
a deficit in the operating account of a Plan equal 
to 25 per cent of the monthly income, a contin- 
gency reserve equal to three and one-half months’ 
income would probably be adequate to meet 
deficits created while changes were being made 
in subscriber contracts to compensate for price 
increases’. 


Estimated Total Necessary Reserves for all 
Contingencies: Contingency reserves should equal 
three months’ earned income to meet ordinary 
contingencies: one month for sudden increases 
due to epidemics and disasters; one and one-half 
months for losses incurred when contract revi- 
sions are contemplated and instituted; and an 
additional half month for unforseen needs. An 
additional reserve equal to two months earned 
income would probably be adequate (when com- 
bined with the dual purpose reserve of one and 
one-half months income set up to meet losses in- 
curred when high utilization requires contract 
changes) to meet the contingencies involved in 
the war effort. 


It therefore probably would require a total 
reserve equal to five months earned income or 
seven months hospital expense (the average hos- 
pital expense of Blue Cross Plans was 71 per cent 
of earned income during the year 1941) to meet 
all contingencies effectively. 


Present Rations of Reserves to Income and 
Hospital Expense 


How large are Blue Cross Plan contingency 
reserves compared with monthly income and aver- 
age monthly hospital expense? Table I shows 
total data for sixty-four plans classified into four 
size groups according to number of contracts in 
force. 


Income figures shown in Table I are the actual 
amounts earned by the sixty-four plans during 
the month of December, 1941. The average 
monthly hospital expense was computed for the 
period July through December 1941. It is recog- 
nized that there was no allowance in this average 
for monthly increases due to enrollment gains. 
However, it was felt that these averages would be 
more accurate than a recent actual monthly ex- 
pense figure which was subject to a number of 
more subtle influences. 





Although an amount equal to three and one-half months’ 
income would probably be needed, it is suggested that the total 
“war contingency’? reserve be made up of an amount equal to 
two months’ income added to the reserve formerly earmarked 
for the purpose of meeting deficits during periods when con- 
tract changes were being instituted (one and one-half months 
income). In the computation of this amount, it was assumed 
that the deficit would continue long enough to make contract 
changes necessary and that it would amount to 25 per cent of 
the monthly income. Footnote (1) describes the method_ used 
in the computation of an amount necessary to meet a deficit 
equal to 10 per cent of the monthly income. The ‘‘war_con- 
tingency” deficit is assumed to 2.5 times greater, and the 
same method of computation (with proper substitutions of 
proportionately greater amounts) was used to determine the 
suggested amount necessary to meet “war contingency deficits. 
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TABLE I 


Ratio of Contingency Reserves to Monthly Earned Income and Average Hospital Expense of 64 Blue Cross Plans 
Classified by Size 














Monthly RESERVES 
No. of Earned Average Monthly Ratio to Ratio to 

: Size Group of Plans} Plans Incomet Hospital Expense* Amount§ Monthly Income Hospital Expense 
"50,000 and over ..... 16 $3,625,000 $2,437,000 $13,032,000 3.6 5.3 

25,000 to 50,000...... 14 590,000 430,000 1,805,000 3.0 4,2 

10,000 to 25,000...... ET 341,000 232,000 913,000 2.7 3.9 

Less than 10,000..... 17 79,000 54,000 215,000 2.7 3.9 

IRE ast he sis eeie hare tse 64 4,635,000 3,153,000 15,965,000 3.4 5.0 





* For the period July through December 1941. 
Contracts in force on October 1, 1941. 
{December 1941. 

§December 31, 1941. 





The contingency reserves of these sixty-four 
plans, on December 31, 1941, were 3.4 times 
greater than their monthly income. These 
amounts ranged from an average of 2.7 among 
plans with less than 25,000 subscriber contracts 
to 3.6 among plans with 50,000 and more sub- 
scriber contracts. 


Total contingency reserves of all plans were five 
times as great as their total average monthly hos- 
pital expense. The ratios of contingency reserves 
to average monthly hospital expense ranged from 
an average of 3.9 among plans with less than 
25,000 subscriber contracts to 5.3 among plans 
with 50,000 and more subscriber contracts. 


A comparison of the amounts of reserves held 
by plans on December 31, 1941, with similar data 
collected for an earlier study based upon Septem- 
ber 30, 1941, figures reveals that the ratios of 
reserves to monthly income and hospital expense 
decreased during the three intervening months. 
Inasmuch as the average per cent of income placed 
in reserve accounts by plans was greater during 
this period than during the other nine months of 
the year, the change probably was the result of 
accelerated enrollment in Blue Cross Plans, which 
was more rapid than during any other quarterly 
period in the history of plan development. The 
amounts currently set aside for contingency re- 
serves during the last quarter of the year were 
not adequate to maintain the ratios of reserves to 
monthly income and hospital expense established 
prior to September 30, 1941, because of the influx 
of this large number of new subscribers with cor- 
responding increases in monthly income and hos- 
pital expense. 

Summary 


These summary statements, appear to be justi- 
fied by the preceding discussion of the purposes 
and adequacy of Blue Cross Plan contingency 
reserves: 

The primary purpose of contingency reserves 
's to offset the financial effects of a gradual in- 
crease in hospitalization among subscribers. 
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A secondary purpose of contingency reserves is 
to absorb losses from sudden increases of utiliza- 
tion caused by epidemics or public disasters. 


A special purpose of contingency reserves is to 
absorb losses from sudden increases in hospital 
expense due to the effects of a war economy on. 
the cost of providing hospital care. 


Contingency reserves should equal _ three 
months’ earned income or four months’ hospital 
expense (whichever is greater) to meet ordinary 
contingencies. 


Contingency reserves should equal five months’ 
earned income or seven months’ hospital expense 
(whichever is greater) to adequately protect 
member hospitals and the public against ordinary 
and war contingencies. 


Contingency reserves held by approved plans on 
December 31, 1941, were three and four-tenths 
times their monthly income, and five times their 
average hospital expense. 


It would appear that the average amount of 
contingency reserves held by approved Blue Cross 
Plans is adequate to protect member hospitals and 
the public against ordinary contingencies. Al- 
though reserves appear to be adequate, the aver- 
age amount for all plans is not in excess of what 
might be considered reasonable. 


War contingencies may require greater reserves 
than are now held by Blue Cross Plans. By defini- 
tion, war contingencies are more difficult to an- 
ticipate than others. Although the foregoing esti- 
mates of amounts necessary to meet these condi- 
tions were purposely made high it cannot be con- 
cluded that Blue Cross Plans have accumulated 
adequate reserves to offset rising hospital costs. 
On the contrary, careful planning will be neces- 
sary to conserve the resources of plans in order 
that they may be applied in a manner which will 
make reliance upon member hospital guarantee 
agreements unnecessary during future periods of 
plan operations. 








Staff Education for Graduate Nurses 


RUTH M. THORPE, R.N. 


ALTER LIPPMANN, in the Commence- 
ment Address given at the Presbyterian 


Hospital School of Nursing in New York 


City, June 5, 1941, said, “The lesson of the tre-. 


mendous days through which we are passing is 
that men cannot live upon the achievements of 
their forefathers, but must themselves renew 
them. They cannot enjoy the liberties won by 
the heroism of one of their forefathers. We can- 
not escape, and we cannot by any device circum- 
vent the elementary facts that ‘for nothing there 
is nothing’; that what we have, we must ourselves 
make; and that what we cherish, we must our- 
selves achieve.” 


Staff Education—Its Advantages 


Only a few years ago, staff education was a 
thing unknown. Today, it is considered one of 
the important functions of hospitals which employ 
graduate staff nurses. In schools of nursing, very 
frequently there is an attitude among the instruc- 
tors that they have done their job as teachers 
if students perform their assignments well and 
pass their theoretical requirements. I am sure 
many persons, whose duty it is to employ 
nurses have wished many times for a good general 
duty nurse; a nurse who is capable of responding 
to every need of the patient instead of just 
answering a signal light and doing the routine 
day’s work. 


I feel we are reaching a real crisis in our nurs- 
ing requirements, and perhaps due to this crisis 
we may be able to solve our problem; because, 
strangely enough, under great pressure and de- 
mand many of us do our best thinking and prob- 
lem solving. .A postcard questionnaire was sent 
to 6290 hospitals by the Nursing Council on Na- 
tional Defense in April 1941. Three thousand 
one hundred and two institutions, or 49 per cent 
returned the cards. From the data obtained, it 
was estimated that there are 109,000 registered 
nurses doing general duty, and 61,000 more nurses 
in hospital positions, such as supervisors, head 
nurses, dressing room nurses, x-ray technicians, 
laboratory technicians and record librarians. 


We have found quite definitely a great inequal- 
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ity in professional education of general duty 
nurses. There are no two schools of nursing that 
emphasize the same things and no two schools 
have the same educational and clinical advantages. 
In our institution we have 80 general duty nurses 
and 45 affiliated students. The students are from 
9 different schools and the graduates from 66 
different schools—and from 26 states. Conse- 
quently, we are faced, as all other hospitals are, 
with the problem of more or less equalizing or 
standardizing the knowledge that each of these 
nurses have, so as to teach them the things that 
are essential for them to know in our particular 
type of work. Would it not be reasonable to be- 
lieve that staff education would be the most intel- 
ligent way to handle the situation? Could not 
such a plan be employed in every type of hospital, 
regardless of its size or specialty? 


Staff Education Defined 


Staff education itself may be defined as a tenta- 
ive program for developing workers on the job. 
It is more than a series of meetings or a list of 
topics to be discussed. It is a well-organized, in- 
tegrated program, comprehending the needs of 
the institution and the patients it serves, as well 
as the total personnel engaged in rendering that 
service. Staff education becomes a method for 
improving service through enlarging the under- 
standing and appreciation of the workers. The 
more immediate aims may be determined by the 
needs and problems of the particular situation. 


A brief list compiled by Miss Reeve suggests: 


“Increased knowledge of the factors con- 
tributing to the development of disease which 
may affect the plan for treatment. 


The development of increased appreciation 
of the possibilities in the medical and nursing 
care of sick people. 


HOSPITALS 





your hospital? 


HOU SIMPLE sit 


No need to remind you of the ste- 
rility hazards in any involved pro- 
cedure for intravenous injection. 
The simpler your apparatus, the 
safer in use. 

That is why hospital staff and 
doctor alike will appreciate Safti- 
flasks — Cutter solutions that are 
safe-tested by a biological labora- 
tory and safer in use because of the 
flask’s complete simplicity. 





ee bad 


One of America's oldest biological laboratories 


March, 1942 





Preparation for new demands on the nurs- 
ing service because of the introduction of 
new diagnostic measures and new types of 
treatment; or because of new opportunities 
for the instruction of patients. 


Improvements of present nursing meth- 
ods, through (a) a consistent review of the 
present methods, to establish more uniform 
practice; (b) a study of methods of other 
similar groups; (c) contributions from the 
practical experience of the staff workers 
themselves. 


The development of better working rela- 
tionships, through the joint formulation of 
the objectives of the service, and a study of 
the functions of the various members of the 
group in relation to these objectives.” 


Orientation Program 


There are two programs for staff education, and 
both are essential. First, the orientation program 
for new workers: Hospitals, as a rule, have not 
had an adequate orientation program. A new nurse 
is sent to a floor, perhaps introduced to the su- 
pervisor, the assignment is given to her with 
little or no discussion as to the type of case; some- 
times she is introduced to her patients, sometimes 
not. She is told where the utility room is, the 
linen closet, and the diet kitchen, and that is about 
_ all of her orientation to the floor. 


In other major industries, sometimes weeks are 
given to an orientation program for new workers. 
For instance, in the Bell Telephone Company, for 
even such helpers as line-men and installation 
men, these persons are sent to a school for two 
weeks, and then very slowly and carefully exposed 
to their new work under the supervision of an 
expert in that particular type of work. Hospitals 
could certainly learn much from industry in this 
particular field. 


The Second Program—Educating in New 
Procedures and Techniques 


The second type of program that is necessary, 
and the one upon which we will spend the rest of 
our discussion, is keeping the person already on 
the staff interested in and informed on the new 
procedures and techniques. This program can also 
be divided into two groups: the informal group 
with daily or weekly conferences, or a teaching 
group within each division of the hospital. Much 
depends on an educationally well-prepared head 
nurse or supervisor who sees teaching possibili- 
ties. She does not wait for opportunities, but 
seizes every possibility to teach everyday nursing 
problems. She does not wait until there is an un- 


104 


usual case, but integrates every type of nursing 
in the everyday problems. She sees each patient 
as an individual with economic and social, as well 
as physical and mental problems. 


Integrated Ward Teaching 


I will give only two example of integrated ward 
teaching— 


1 At the present time, the National Society 
for Prevention of Blindness is making studies in 
order to work out some plan of curriculum con- 
struction and teaching so that the care of the 
eyes will be integrated into the nursing of all 
types of patients. Such simple things as the 
proper placement of the bed in the room in rela- 
tion to the natural and artificial lighting is con- 
sidered, in order that improved reading conditions 
may be enjoyed by the patient. Teaching patients 
the hygiene of keeping hands away from the eyes, 
is part of their program also. 


2 Within this intimate group of workers, when 
a clinic patient is discharged the majority of 
nurses know nothing further about the patient. 
They should know about the new Social Security 
Program, which most certainly concerns the clinic 
patient returning to his home, in order to teach 
this patient how best to live on such a program. 
It would be well for the nurse to know the income 
of the family so as to work out a diet according 
to its budget. She should know the community 
facilities, such as the Y.W.C.A., Y.M.C.A., the 
various health agencies, the V.N.A.; for children, 
the playground facilities and milk depots, etc. She 
should know about food stamps and about watch- 
ing for market advertisements. As you know, 
there are different markets that advertise various 
products as a special sale for people having food 
stamps. These are only two subjects that could 
be integrated in the morning conferences and em- 
phasized until each nurse and student thinks about 
eye hygiene and the social security program in 
relation to her patient. There are countless other 
subjects which could be integrated in like manner. 


Fundamental Factors in Staff Education Program 


Next is the formal group with definitely planned 
programs. There are several fundamental factors 
to be considered in planning staff education pro- 
grams: 


What are the needs of the nursing group? 

How frequently should meetings be held? 

Who should be the leader? 

What hours are the best for the group? 

Should these meetings be held on the nurses’ 
time off, or on the hospital’s time? 
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Should attendance be made compulsory ? 


Should the program consist of lectures by doc- 
tors, demonstrations and talks by particular 
groups, or should it be participated in solely by 
the nurses? 


From the standpoint of the nurses themselves, 
what do they want in a staff education program? 
Some hospitals circularize their nursing staff be- 
fore an educational program is planned, so that 
the nurses may have the type of program they 
enjoy. This questionnaire could be divided into 
two parts, and include such questions as these: 


In the first part: What new nursing procedure 
or routines would you like to see demonstrated? 


Wangensteen or Connell suction 

Oxygen therapy 

Tidal drainage 

Respirator 

Medical aseptic technique 

Fracture beds 

Lumbar puncture 

Burn technique 

Surgical preparation for orthopedic case 


In the second part: what disease or diseased con- 
ditions would you be interested in learning more 
about? 


Diseases of the heart 
Bacterial endocarditis 
Coronary thrombosis 


Diseases of the chest 
The pneumonias; serum treatment; chemo- 
therapy 
Tuberculosis 


Diseases of the pancreas 
Diabetes—Protomine zinc insulin treatment 


Neurological and mental conditions 
Insulin therapy 


Diseases of the kidney 
Hydronephrosis 
Pyelitis 
Renal calculi 

Diseases of the blood 
Leukemia 
Anemia 
Purpura 


New medications—new trends in drugs 
Review of the old drugs 


So much for the needs of the nursing group— 
certainly the field is unlimited. 
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The frequency of the meetings would depend 
on the size of the group holding meetings. Once 
a month seems the average time that the majority 
of hospitals feel they can give to this program. 
Some places repeat the program two or three 
times, so that all nurses may have an opportunity 
to attend. When programs are repeated, it means 
double or triple teaching time, and if a doctor is 
to give the lecture, it may be difficult for him to 
give the time to repeat a lecture two or three 
times. On the other hand, in a large group there 
will always be those who cannot attend unless the 
program is repeated. 


Selecting the Leader 


Who should be the leader? A committee could 
be appointed, made up of a good cross section of 
the nursing group, who would arrange the pro- 
gram. The chairman of the committee would 
preside at each meeting, introducing the speakers 
and leading the discussion that follows. The 
choice of a chairman would need careful consider- 
ation, in order to have successful meetings. 


What hours are best for the group? Objections 
could be presented for any hour that might be 
chosen. If only one hour was to be selected, the 
7:15 p. m. hour seems to meet with more success- 


ful attendance than any other. If the meeting was - 


to be repeated, a second-best hour is 11 a. m., so 
that all evening nurses could attend. 


Should the meetings be held on the nurses’ time 
off, or on the hospital’s time? My answer to this 
question also involves the next question that we 
suggested: Should attendance be compulsory? I 
think attendance should be compulsory, and if it 
is, then the meetings should be held on hospital 
time. This could be arranged by giving one extra 
hour off duty during the month, the nurse under- 
standing that that extra hour was for her attend- 
ance at the staff education program. 


Arranging the Lecture Program 


Should the program consist of lectures by doc- 
tors, demonstrations, and talks by particular 
groups, or should it be participated in solely by 
the nurses? 


In our hospital we divided the house according 
to services: the first month the orthopedic service 
had charge of the meeting. Their subject was 
“Tuberculosis of the Bones.” The nurses of the 
division gave brief talks, each one taking a dif- 
ferent aspect of the disease, such as “Tuberculosis 
of the Spine,” “Tuberculosis of the Hip,” and 
“Tuberculosis of the Joints.” There were demon- 
strations of application of traction, Bradford 
Frame, use of cradles, together with the nursing 
care required for patients using these types of 
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apparatus. The next month the operating room 
staff had a doctor lecture on “Electro-encephalo- 
graphy.” He interpreted the significance of the 
findings, so that nurses would understand what 
the value was of electro-encephalographs. The 
next month the medical division chose the subject 
of “Diabetes.” They asked a doctor to talk a half 
hour on the “Physiology of Diabetes” and the 
“Use of Protomine Zinc Insulin.” Then the nurses 
on that division gave a demonstration on the prep- 
aration and administration of insulin; also the 
teaching instructions that are given to a mother 
on how to give her child a hypodermic of insulin. 
The dietitian then gave a brief talk on “Diet for 
Diabetes.” The fourth meeting was given by the 
surgical division, and their subject was “Burns.” 
This meeting was especially interesting, as it 
confined the treatment of burns to our par- 
ticular method at Children’s Hospital, and we 
certainly have a great number of burns—today 
we have nine children on that floor with burns of 
such magnitude that it seems doubtful if they 
could recover. One nurse confined her talk to dif- 
ferent types of precautions that should have been 
taken in each of our badly burned children in- 
stances, to prevent their accident. Another nurse 
spoke on the various kinds of burns one could re- 
ceive in one’s own home, and remedies for each 
type of burn. On the ear, nose, and throat divi- 
sion the program was on diseases of the ear. Each 


nurse spoke on a different part of the ear and the 
diseases pertaining to that particular part. The 
last half-hour a doctor from the E.N.T. ear, nose, 
and throat service showed a picture demonstrat- 
ing facial paralysis following ear operations. 


With this sort of an arrangement, that is, divid- 
ing the hospital into six divisions, each service 
will have two programs a year. 


We have had no objections from the nurses, 
either in being required to attend or in taking 
part in the program. 


We reimburse all nurses for the hour spent 
monthly at this meeting. 


I have been greatly pleased with the type and 
the amount of work the nurses have given to this 
program, and feel that there are many potential 
possibilities in our group. We have had confer- 
ences with many of the nurses, and they have 
been encouraged to take night school work in the 
Junior College. We have arranged convenient 
schedules for all nurses who wished to go to 
school. 


Staff Education As a Stimulation to Further Study 


One of the most important outcomes of a well- 
motivated program of staff education will often be 
the stimulation of the staff to further study. 
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At the Veterans’ Administration, American 
Lake, Washington, a very unique progressive staff 
education program has been planned and is being 
carried out. As all nurses are graduates, the pro- 
gram is on the postgraduate level, and serves as a 
means of orienting new appointees to their en- 
vironment. It is planned in accordance with the 
particular type of patient being cared for in each 
facility. The major portion of the program is 
academic in nature, but nursing procedures and 
administrative matters are also discussed. Ten 
hours of instruction are given, one hour weekly. 
A review of ward equipment, charting and other 
nursing techniques peculiar to the Veterans’ Ad- 
ministration are included in these ten lessons. For 
the second year group, lectures were given on 
medical and surgical specialties by physicians, and 
for the third year group university extension 
courses are being planned with tuition fee being 
paid by the nurses. College credit will be given 
and hours will be arranged so that a class sched- 
ule may successfully be carried out. 


To this third-year plan might be added univer- 
sity or home study extension courses for veterans’ 
facilities which are in isolated places. 


In many of our local institutions, as well as 
those more distant institutions, fine staff educa- 
tion programs are in progress. In some of the 
larger institutions, especially in the East, a special 
person has charge of both the formal and informal 
staff education. That would be an ideal situation, 
and the returns must be most gratifying. 


The Massachusetts State League of Nursing 
Education made a study of the staff education 
program in one hundred fifty Massachusetts hos- 
pitals, and from the material obtained, compiled 
an outline of suggestions relating to staff educa- 
tion programs. This is an eight-page mimeo- 
graphed outline, and gives in detail how such a 
program is organized and carried out, as well as 
suggestions for topics for programs. It may be 
obtained from the Massachusetts League of Nurs- 
ing Education, for a nominal sum. 


In concluding, I would like to return to our 
opening paragraph, and the quotation from Mr. 
Lippmann. Among other things, he said, “for 
nothing there is nothing . . . what we have, we 
must ourselves make.” A successful staff educa- 
tion program does not just happen. It is the re- 
sult of much earnest endeavor, which we ourselves 
must plan and diligently carry out. The program 
should not be set up as an end in itself, but as an 
important means of solving actual problems. 
Worked out in this way, it not only improves pér- 
formance, but it also utilizes constructively the 
experience of those who are closest to the patient, 


HOSPITALS 








SFATON x 


QUALITY FOODS pleased. gucsle 


CHICAGO + DALLAS + BROOKLYN 


The low cost of one cent a serving for 
individual Sherman Blend Tea, makes 
it the most profitable beverage you 
can serve. In fact, it is so inexpensive 
that the value gaincd in guest satis- 
faction alone makes a cheaper tea an 
extravagance. According to a letter 
travels clear around the world have 
from a pleased patron in Kansas, 
failed to disclose a tea to surpass the 
fragrant, exquisite bouquet of Sherman 
Blend Tea. 


© 1942 JOHN SEXTON & CO. 


ewe your own 


And Sewe the Finest 











Standards and Specifications 


Are Essential To Wartime Economy 


Higher prices, fewer goods, and lower Membership in the Hospital Bureau of 
qualities are inevitable. Hence, it is 
more important than ever to know 
what you are buying and what you may 
expect for your money. and save you money. 


me ELOSPITAL BUREAU 


STANDARDS AND SUPPLIES 


INCORPORATED 
247 Park Avenue - . . New York City 


Standards and Supplies, Incorporated 


will keep you posted on all three counts 


A voluntary, non-profit, cooperative buying and research 
organization operated by and for voluntary institutions. 











March, 1942 





and gives recognition to the important place of 
the staff position in the present day scheme of 
nursing. 


Essentials of a Successful Program 


To carry out a successful program, it requires 
the combined effort of every supervisor, head 
nurse, as well as the director of nurses. It re- 
quires a strong desire to have interesting pro- 
grams and subjects picked that are requested by 
the nurses themselves. It requires setting aside 
a definite evening each month and giving our un- 
divided attention to this work. It requires a great 
and sustained interest in educational and profes- 
sional subjects. It requires determination and a 


recognition of responsibility vested in our posi- 

tions. 
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Surgeon General James C. Magee and Dr. Claude W. Munger Advise 
on the Procurement of Commissioned Personnel 


Dr. Claude W. Munger asked Surgeon General 
James C. Magee of the United States Army if he 
had any message which the Council on Govern- 
ment Relations could transmit to the officers of 
the state and regional hospital associations at 
their February meeting. In reply, Surgeon Gen- 
eral James C. Magee addressed the following let- 
ter to Doctor Munger, which brings to the atten- 
tion of the hospital some very pertinent informa- 
tion relative to members of the medical, resident, 
and intern staffs of hospitals who may be called 
into the armed service: 


January 26, 1942. 


Dr. Claude W. Munger, Chairman, 
Council on Government Relations, 
American Hospital Association, 

18 East Division Street, 

Chicago, Illinois. 


Dear Doctor Munger: 


I wish to acknowledge your letter of January 
10 and thank you for your thoughtfulness in re- 
questing information as to any problems con- 
fronting us in which your committee and the 
American Hospital Association may be of assisi- 
ance in reaching a solution. 


Of course the question of procurement of com- 
missioned personnel is a vital one and no doubt 
will remain so. With the establishment of widely 
dispersed theaters of operation there will be a 
great need for young, physically fit medical of- 
ficers who have received basic training in the 
specialties. I feel that the recent graduate intern 
and resident doctor meet these requirements best. 
I am aware that a large number of your member 
hospitals are greatly dependent upon them and 
that their release causes serious dislocation, but 
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in my judgment the near future will call for great 
sacrifices and I think it is well to warn the mem- 
bers of the Association that they should be look- 
ing to replacement of all such doctors eligible for 
service, in anticipation of greater and eee de- 
mands by the military forces. 


There is another problem that will arise with 
the demobilization, which your committee might 
wish to give some thought. Before this war ends 
we may have from 30,000 to 40,000 doctors in the 
military service. Many of them will be serving 
in tactical organizations and removed from direct 
patient contact. Others will be engaged in pro- 
fessional work outside of their specialty in civil 
life. There will be a great demand on the part 
of these demobilized officers for professional re- 
fresher courses before resuming their civil prac- 
tices. The time, cost and availability of such 
courses will be of great concern and I believe if 
the Reserve medical officers knew that such train- 
ing within his reach was under consideration it 
would have a sustaining influence on his morale. 


It is possible that the organization of these 
courses or a revamping of normal peacetime 
courses is not a matter for the full consideration 
of your Association, but I assume hospital man- 
agement is concerned from the administrative 
and economic point of view and therefore com- 
mend it to the attention of your committee. 


Please express to your officials and membership 
my gratitude for their sustained interest in the 


_ Medical Department of the Army. 


Very sincerely yours, 
James C. Magee, 
Major General, U. S. Army, 
’ The Surgeon General 
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Budgeting Resources in the Small Hospital 
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ing. I am, however, a strong advocate of flex- 

ible budgets and believe that during this na- 
tional emergency it will be necessary for every 
type of hospital budget to have the greatest 
amount of elasticity yet serve as a sane, workable 
guide. Adjustments will be necessary, but they 
must not be made at the expense of the health or 
efficiency of our people. Therefore, we must ask 
ourselves the question, How can we, in our small 
way, mobilize our resources effectively in order 
that we can do our part in this “all out” program? 

From the financial standpoint we must first 
very carefully consider our budgets. Before we 
attempt to develop and project them, however, we 
must adjust our own thinking and attitude to 
changing conditions. We must be willing to cheer- 
fully absorb more work, budget our time, and buy 
Defense Bonds with personal savings. We must 
do all we can to release for Government aid as 
many doctors, nurses, and employees as possible, 
yet do our utmost to retain a sufficient and an 
efficient personnel. We must exercise more and 
more economy, buy normally, keep each head of a 
department alert to the condition of his depart- 
ment’s budget, and support all efforts to get idle 
resources into use. 

After we have made a complete analysis of the 
conditions within our hospital we can set up our 
budgets for the coming year. 


AM not an expert in any phase of budget mak- 


Budgetary Control 


Budgetary control has been called an estimate 
of the results of an anticipated program and it 
may be said to reflect from a financial viewpoint 
the results in the operation of a hospital. Also 
budgetary control has been defined as a psycho- 
logical state of mind induced by the knowledge of 
exact conditions which must be met to accomplish 
a predetermined desired result. Therefore it will 
be necessary to determine a number of funda- 
mental facts—first, the amount of hospital in- 
come for a specified time; second, the relation of 
general business trends for a corresponding pe- 
riod; third, the forecasts of general business con- 
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ditions for the future; fourth, the needed plans 
for correction of weaknesses disclosed through 
initial surveys; fifth, the value of budget sum- 
maries. 


A budget and subsequently budgetary control 
should not be attempted without giving due con- 
sideration to budgetary mistakes as evidenced by 
past experience. Rather briefly, survey lists of 
budgetary mistakes: have included too rapid in- 
stallation, inadequate statistics of past operations, 
too many forms resulting in unnecessary detail 
and, finally, too little flexibility in the budget set- 
up. To convince us of that fact one has to reflect 
but a moment on the flexibility of the budgets of 
our Government and of our industries. One impor- 
tant difference between industries and hospitals is 
that the former operates for profit whereas the 
latter operates for more general and less tangible 
results. For instance, it is known what hospitals’ 
income and expenditures total, but as for the 
return, restored health and prolonged life, we are 
unable to establish income value for so priceless 
a commodity. 


Hospital budgets are usually computed for a 
twelve month period and then broken down for 
quarterly or semi-annual guides. The breaking 
down lends itself to a revision of the budget 
should there be a marked increase or decrease of 
income or expense. Hospitals, however, seldom 
experience violent monthly fluctuations. 


Cash Budgets 


Cash budgets are usually built up separately, 
for known definite expenditures, such as interest 
on indebtedness, bond maturities, insurance, etc. 


Mental Budgets 


In the small hospital where the administrator 
comes in direct contact with each and every de- 
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partment of her hospital, she cultivates a “mental 
budget” and intuitively knows the approximate 
amount that can be used for expenditures. This 
system without a formulated budget, however, is 
a haphazard method and makes a difficult situa- 
tion should the administrator leave the institution. 


Budget of Time 


Many of us wonder how much more work we 
can absorb and yet we have all observed the 
person who does the most work always has time to 
accept one more assignment and usually executes 
it efficiently. Before an anticipated full day, it is 
very helpful to prepare a schedule allowing our- 
selves a definite time for each duty. True, many 
adjustments are necessary but the schedule serves 
as a very helpful guide. Take an inventory of our 
duties and no doubt we will find many of them can 
be delegated to some of our personnel. 


A definite time should be scheduled for monthly 
meetings with all department heads. Have each 
one give a five minute summarized department 
report, allowing fifteen minutes for constructive 
suggestions. In addition to this regular employee 
contact, schedule each department head for a 
fifteen minute weekly conference at a regular 
designated time. At these meetings individual de- 
partment problems and needs can be discussed. 
This arrangement conserves time for both admin- 
istrator and employee, as it eliminates all except 
emergency calls. It also tends to keep employees 
alert and stimulates interest. 


In a small hospital where we do not have pur- 
chasing agents we can also conserve time by 
notifying salesmen of the designated time we 
have reserved for the consideration of their 
products. 


It may be during this emergency it will be nec- 
essary for us to carefully consider meetings—hos- 
pitals, nurses, and social. Attending only those 
that we can contribute to or from which we are 
sure we will receive the most benefit. The 
thorough reading of our hospital journals will aid 
us much in these perplexing days and months. 


Advancing Prices 


We have already had a preview of rapidly rising 
prices in all commodities and these days when 
almost all goods are highly processed we need re- 
liable information in order to buy intelligently. 
Thus far we have not been seriously handicapped 
by our inability to purchase essential hospital sup- 
plies. The priorities system has served as a pro- 
tective measure to hospitals. 


Personnel and Salaries 


In these past few months many of us have 
learned the necessity of substituting personnel 
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from the resident physician to the charwoman. 
We have found it is possible to absorb intern’s 
work, delegate many of our former nurses’ duties 
to subsidiary workers, replace orderlies, elevator 
operators by women or older men. We, perhaps, 
hardly recognize our payroll checks when compar- 
ing them with formér years—but we are again at 
war. Our men and women in service no longer 
adhere to the eight hour day or the forty-two 
hour week, so we, too, in the home defense lines 
must give full, “all out” service. When old 
routines and new personnel give way to new meth- 
ods and to substitute personnel, let us approach 
our problems with confidence and with full co- 
operation and not be skeptical. 


Probably a few of us served in a hospital ad- 
ministrative capacity during the 1917-18 dark 
period and know we can effectively serve again 
and from a budget standpoint we can meet this 
national emergency as we met that one by— 


Determining as closely as possible our future 
income per month and per year. 

Preparing a statement of our anticipated de- 
partmental expense for the same periods. 

Buying normally. 

Not hoarding and thus helping to avoid run- 
away price increases. 

Being on guard against the lowering of qual- 
ity in the products we buy. 

Buying from reputable established firms and 
making use of Government grades when 
possible. ; 

Providing secure and adequate ineome for 
employees. 

Keeping heads of departments alert to their 
department’s budget. 

Substituting when possible products the Gov- 
ernment needs for defense work, such as 
rubber, aluminum, steel, etc. 

Budgeting our time. 

Economizing in every possible way without 
sacrificing efficiency. 


Briefly may I state that during the past month 
our hospital has instituted two small economies,— 
one,—provided slates or blackboards in each de- 
partment so as to save paper whenever possible, 
—the second,—in place of purchasing deodorizers, 
we have found it more effective and much more 
economical to place small pieces of our discarded 
balsam Christmas trees in containers and burn 
them for deodorizing purposes. 


In conclusion, may I say that in my opinion, 
with the increasing complexity of the manage- 
ment of our hospitals it will not only be necessary 
but rather definitely essential to prepare a flexible 
financial budget and to use it as a daily guide. 
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DEDICATED 
TO SERVE 
TWO MASTERS...WELL 


We daily disprove the old adage, “One 
cannot serve two. masters.” Aznoe’s 
service for more than four decades has 
consistently served both employer and 
employee...in testimony of which 
volumes of commendation have been 
expressed by both. 


Today, when the balance between insti- 
tutional specifications and personnel 
qualifications assumes far greater im- 
portance than normal, it becomes a 
potent idea to review your problems 
with Aznoe’s. Here they will be under- 
stood and solved with the satisfaction 
that has characterized this Bureau as 
“preferred for personnel problems” for 
more than four decades. 


SERVING 
SINCE 1896 


MEDICAL PERSONNEL BUREAU 


Ann Ridley Woodward, Director 
Suite 422-D, 30 North Michigan Avenue 
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Of Interest to Administrators 


A Decorative "Blackout" 


A new idea in “blackout” curtains for rooms in 
which it is desired to preserve decorative effects 
as far as possible is described as follows: 


The material used is a double faced chintz-like 
textile having a decorative pattern on one side 
and a brown to black color on the other. This is 
made into two-paneled curtains having a hem at 
both top and bottom of sufficient length to reach 
to the extreme top and bottom of the window 
casing and of sufficient width to be gathered on 
the rods. Fixed rods top and bottom hold the cur- 
tains in place. At the meeting point in the middle 
of the window either buttons and buttonholes or 
cords are attached to close the two sides with an 
overlap sufficient to be lightproof, much in the 
same manner as the center of a sleeping car cur- 
tain is closed. The outer edge is held by a series 
of small rings on the outer edge to be hooked over 
screw hooks screwed into the outer edge of the 
window casing. 


This arrangement is as “light tight” as is need- 
ed provided a good weight of material is used. An 
overlap of at least four inches is provided at the 
center and the hooks and rings at the outer sides 
are close enough together. 


It has the advantage of a minimum of deface- 
ment of the window casings, minimal disturbance 
of decorative effects, and very quick conversion 
from “open” to “blackout” arrangement. 
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Radium "Dog" 


The radium detector has come to be known as 
the radium “dog” because of the facility and cer- 
tainty with which its use permits the finding of 
lost radium. 


The different cells and tubes in which the ra- 
dium is enclosed for handling and use are so small 
and the period during which they must remain in 
place is so long that many opportunities for their 
loss are presented. Change of attendants while 
treatment continues or inadvertent removal in the 
dressing used to retain them are common sources 
of loss. Occasionally, the patient “loses” them 
for no good reason at all as instanced in a case in 
which a patient undergoing a throat treatment 
deliberately swallowed the radium and confessed 
only after careful search had convinced the hos- 
pital personnel that no other explanation was pos- 
sible and explained to the patient the extreme haz- 
ard such an act would entail. 
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Very little radium is finally lost, but the ex- 
pense involved in its recovery is sometimes consid- 
erable. The most common place, in which lost 
radium may be found is in trash, and the trash 
may be burned or hauled to a dump before the loss 
is discovered. In cases in which it is used for 
rectal or vaginal conditions, it is sometimes lost 
into the sewer system. 


In any case, the radium detector in the hands 
of an experienced “radium detective” can almost 
always locate the radium. But once located recovy- 
ery may become a serious and expensive matter as 
it may mean shipping a very large ash pile to the 
recovery laboratory or digging up a sewer which 
is accessible only with great difficulty. 


The earlier users of radium were forced to pur- 
chase their radium, but now the majority of hos- 
pitals simply rent the radium from the large ra- 
dium service companies. In case the hospital owns 
the radium it may insure against loss and if it 
rents the radium the owner carries the risk. 
Under either condition, when radium is lost the 
hospital simply notifies the insurance company or 
the owner, as the case may be, and they, in turn, 
call in one of the thirty-five detector stations in 
the United States and the hospitals responsibility 
ceases with such notification. 


Radium rental service has developed to such an 
extent that hospitals can no longer afford to pur- 
chase radium as it can be secured from the rental 
service without delay and in any amount or form 
desired, either as occasion demands or on a 
monthly basis. 
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Portable Fire Truck 


Announcement has just been made of a new fire 
cart designed particularly for hospital use and 
equipped for both ordinary and incendiary bomb 
fires. A width of only thirty inches permits it to 
pass any ordinary room or elevator door, and 
roller bearing wheels enable one man to handle it 
when fully loaded. 


Equipment includes: 


Thirty-five gallon water tank deriving its pres- 
sure from a cylinder of compressed nitrogen 
equipped with regulator valves to give a pressure 
adequate to throw a stream three stories vertical- 
ly or one hundred feet horizontally. 


Sand box with a capacity of 650 pounds of 
mixed sand and graphite. 
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opments in the mechanical phases of oxygen 
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Send for the booklet, “Oxygen Therapy—List 
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large industrial-size green-and-gray cylinders— 
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* New Conveniences for Patients 
in HILL-ROM Single Pedestal Over Bed Table 


New, exclusive, and offering many advan- 
tages never found in an Over Bed Table before, the 
Hill-Rom No. 114 operates from the side of the bed, 
the single pedestal permitting it to be. pulled over 
the bed or pushed aside by the patient. It is crank- 
operated, the same as other over bed tables, and is 
built with a wide margin of strength to withstand 
hardest usage. All standard Hill-Rom features, in- 
cluding vanity and reading rack are incorporated 
in a truly fine piece of furniture. 


Send for literature and prices. 
HILL-ROM i COMPANY, INC., Batesville, ene 
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Hose with standard marine type fog nozzles for 
oil, electric, or incendiary bomb fire extinguish- 
ment. 

Adapters for attaching fire department reducers 
to iron pipe. 

Five gallon pump type extinguisher. 

One quart vaporizing liquid extinguishe for elec- 
trical and machinery fires. 

Salvage cover, water and flame proof, and 
waterproof tarpaulin one hundred feet of fire- 
man’s rope and thirty feet of galvanized chain. 

Asbestos cape type helmet with eye port. 

Asbestos gloves and leather gauntlet gloves. 

Gas type goggles and approved all purpose gas 
mask. 

Fire ax, fire pick, four long handled shovels, 
eight extra heavy galvanized pails with loop 
handles, and two kerosene lanterns with ruby 
globes. 

Copper sulphate for phosphorous fires. 


Chlorine 


The munitions demand for chlorine has become 
so great that civilian uses of chlorine are coming 
under increasingly strict regulation. In the hos- 
pital this applies more sharply to the use of chlo- 
rine bleaches in the laundry than for any other 
purpose. The manufacture of chlorine bleaches 
requires large amounts of electricity, and elec- 
tricity itself is now so much in demand that there 
is a possibility of limitations being put on its use 
for commercial purposes which are considered to 
be non-essential. 





Some commercial users of chlorine have for 
many years made their own chlorine by the elec- 
trical decomposition of sodium chloride (common 
salt). This apparatus is now available in sizes 
practical for the hospital laundry. The smallest 
size available produces fifteen gallons per hour of 
a solution containing one-half of one per cent of 
available chlorine—about the strength of Dakin’s 
Fluid. Chlorine as a laundry bleach is usually 
used at the rate of two quarts or less of a one per 
cent solution per hundred pounds of clothes. But 
since the available chlorine from this “home 
chlorinator” contains but one-half the amount of 
available chlorine as the solution usually used it 
will require twice as much of the solution, or one 
gallon or less per hundred pounds dry weight of 
clothes. The laundry load from one hundred beds 
will be about 10,000 pounds per week or 2000 
pounds per day if washed in a five-day week. Thus 
the amount of this half strength solution required 
would not exceed twenty gallons or less than one 
and one-half hour’s production from this so-called 
one-cell machine. 


Another recently announced process for the 
production of chlorine is by the burning of sulphur 
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and the treatment of sodium chloride with the 
resulting sulphur dioxide. In this process the 
sulphur dioxide combines with the sodium and 
frees the chlorine of the sodium chloride. The 
advantage of this process lies in the fact that the 
supplies of sulphur and of salt are plentiful and 
it is claimed that the heat developed in burning 
the sulphur is sufficient to complete the process, 
thus obviating the use of other fuel or electricity. 
It is not known whether the equipment necessary 
for this method is yet available. 
—_——p———. 


St. Nicholas Hospital, Sheboygan, 
Wisconsin 


St. Nicholas Hospital, Sheboygan, Wisconsin, 
dedicated its new $500,000 building on February 
11, the Golden Jubilee of the beginning of St. 
Nicholas Hospital in Sheboygan. The new build- 
ing conforms to the architectural style of the 
original building. It is four stories in height, of 
brick and stone construction, modern in every par- 
ticular of planning and equipment. In 1890 four 
Sisters of the Order of the Hospital Sisters of St. 
Francis, Springfield, Illinois, organized a hospital 
in Sheboygan, Wisconsin, and named it in honor 
of a distinguished Catholic priest, Rev. Nicholas 
Thill. From a small beginning the Sisters de- 
veloped an institution which, with the completion 
of the new hospital, has a bed capacity of 255 with 
provisions for increasing to 300 beds in any 
emergency. 


Above the entrance to the new hospital is in- 
scribed these words, “Dedicated to Suffering Hu- 
manity for His Sake,” and over the doors is sculp- 
tured, “The Doors that Never Close.” 


The Mother Provincial of the Hospital Sisters 
of St. Francis, Springfield, Illinois, is Mother Mag- 
dalene. This order has established fourteen hos- 
pitals in Illinois, Wisconsin, and Missouri. Each 
of these hospitals is a model in construction and 
arrangement; many having completed new units 
within the last few years. 


The Mother Superior is Sister Canisia, a gradu- 
ate of St. John’s School of Nursing Education, 
Springfield, Illinois, who has directed development 
of St. Nicholas Hospital for the past six years. 
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How to Conserve Table Linens 

An important contribution to the present 
thought on the conservation of table linen has just 
been published by Rosemary, Inc. (one of our ad- 
vertisers) in the form of a brochure. “Getting 
the Most Out of Your Table Linens,” is the title 
and it gives information which is the result of re- 
search by the American Institute of Laundering. 
Write to Rosemary, Inc., 40 Worth Street, New 
York City, if you want a copy. 
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Your Job— 


Watch the advertisements in the 
classified section of this magazine. 
You will find notices of positions 
open in all departments of the hos- 
pital. The cost of advertising is 
eight cents a word—a minimum of 
twenty-five words, $2.00. The value 
of this section of HOSPITALS 
grows more important because of 


war conditions. 
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provide lasting, profitable publicity 


of the highest order for Hospitals and Doctors, 
influence maternity patronage and establish 
bonds of friendship with the families. Only the 
genuine Hollister certificates produce such 
results; imitations are a needless expense. 
Write for sample certificate and our Booklet — 
“The Story of the Hollister Birth Certificate, 


Its Origin and Development.” 


(Watters thumbprints with baby’s 
footprints, taken on Hollister 

birth certificates, constitute positive 
proof of identity and relationship. 
Good prints are taken with our 


perfected apparatus. 


FRANKLIN C. HOLLISTER Company 


038 WEST ROSCOE STREET 
CHICAGO 


